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SPECIAL BULLETIN 


Association statement to FTC concerning 


the amendment or revocation of commercial 


dental laboratory trade practice rules 


On November 4 of last year the Federal Trade Commission promulgated a set of trade 
practice rules for the commercial dental laboratories, certain sections of which are 
inimical to the best interest of the public. The Board of Trustees of the Association, 
therefore, directed the Council on Dental Trade and Laboratory Relations to seek 
amendments which would correct the errors. The Board further directed the Council 
to consider making appropriate recommendations on the possibility of revoking or 
enjoining the Rules if satisfactory amendments were not obtained prior to the 1956 
annual session of the Association. Accordingly the Council on Dental Trade and 
Laboratory Relations on June 28 submitted the following statement on behalf of the 
American Dental Association to the Federal Trade Commission: 


The American Dental Association has served 
the nation and the dental profession for 97 
years. The Association is the national spokes- 
man for more than 85 per cent of the nation’s 
licensed dentists and has a higher percentage 
of membership than any other voluntary pro- 
fessional organization. The determinations of 
the Associaiion’s legislative body, the House 
of Delegates, mirror the combined judgment 
of 54 state and territorial dental societies, the 
federal dental services and 450 component or 
local societies. 

The charter objective of the American Den- 
tal Association is “to encourage the improve- 
ment of the health of the public and to pro- 
mote the art and science of dentistry.” The 
success of the Association’s continuing effort 


to realize this objective is evidenced by the 
fact that the American citizen receives the 
highest quality of dental health care available 
anywhere in the world. The high standards 
of dental education coupled with the strict 
requirements of the state and territorial dental 
examining boards have been the principal fac- 
tors in the attainment of the preeminent posi- 
tion that American dentistry enjoys today. The 
state and territorial legislatures have made 
their contribution to maintaining high stand- 
ards of dental health care by directing that 
only those who meet rigid educational and 
professional requirements may be licensed to 
practice dentistry and that only licensed den- 
tists may be permitted to provide dental health 
services to the public. 
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The Association recognizes, however, that 
the ability of the dental profession to satisfy 
the increasing demand for dental health care 
and the profession’s ability to maintain the 
high quality of that care is considerably aug- 
mented by the use of ancillary personnel. The 
dental laboratory technician, the dental hy- 
gienist and the dental assistant who perform 
their functions under the supervision and at 
the direction of a licensed dentist, all con- 
tribute to the dentist’s ability to render a 
greater measure of dental health care to the 


public. 

The Bylaws of the American Dental Asso- 
ciation place a high value on the maintenance 
of sound relations between the dental pro- 
fession and the dental laboratory craft and 
recognize the necessity for an efficient dental 
laboratory industry. The Association’s Bylaws 
obligate the Council on Dental Trade and 
Laboratory Relations, 


“a. To encourage and develop satisfactory 
relations with the various organizations 
representing the dental trade and dental 
laboratories. 


“b. To formulate plans for establishing and 
maintaining the greatest efficiency of the 
dental trade and dental laboratories in 
their relation to the dental profession. . .” 


The Council is acting under this mandate 
when it appears before this Commission. 
The Association’s original and continuing 
interest in the promulgation of trade practice 
rules for the commercial dental laboratory in- 
dustry is founded on the belief that the issuance 
of appropriate rules will bring the authority 
and prestige of this Commission to bear upon 
those dental laboratories whose illegal activi- 
ties in interstate commerce constitute a serious 
menace to the health of the general public and 
a threat to the economic stability of the ethical 
dental laboratory craft. The Association ap- 
preciates that the primary concern of the 
Federal Trade Commission is the maintenance 
of free and fair competition in the channels 
of interstate commerce. The Association sub- 
mits that the Commission can attain its objec- 
tive in the dental laboratory industry without 
diluting or diminishing the responsibility of 
the dental profession to the public and without 
destroying the harmonious relation that here- 
tofore existed between the profession and the 
dental laboratory industry. The Association 
further submits that it is not essential to the 
promulgation or effective enforcement of trade 


practice rules to enlarge inferentially the legiti- 
mate function of the dental laboratory industry. 
This unwarranted expansion of function is 
particularly objectionable because the Commis- 
sion has no particular degree of expertness in 
the area of profession-craft relations. And, 
since the Commission does not have the au- 
thority or any need to determine the legitimate 
function of the dental laboratory industry, the 
Commission’s action suggests that the Federal 
Trade Commission is more competent than 
the dental profession, the deans of the dental 
schools and the legislatures of the several states 
to determine the boundaries of legitimate den- 
tal laboratory activity. 

In its original statement to the Commission, 
the Association expressed the hope that the 
adoption and enforcement of appropriate trade 
practice rules for the commercial dental labora- 
tory industry would be a “forward step.” The 
Trade Practice Rules promulgated by this 
Commission on November 4, 1955, will not 
contribute to the regulation of the dental 
laboratory industry since the promulgated 
Rules do not correctly identify the industry 
to be regulated, the purchasers of industry 
products or the proper functions of the in- 
dustry. The promulgated Rules are incom- 
patible with the provisions of state dental 
practice acts and the day to day practice of 
dentistry in this country. The American Den- 
tal Association, therefore, petitions for the 
amendment of the Trade Practice Rules for 
the Commercial Dental Laboratory Industry 
and, in the alternative, petitions for the repeal 
of the Rules. 


OBJECTIONS AND RECOMMENDATIONS 
OF THE ASSOCIATION 


I. The American Dental Association objects 
to the definition of “the industry for which 
these rules are promulgated” which appears 
in the prefatory “Statement by the Commis- 
sion” for the following reasons: 


A. This definition of the commercial dental 
laboratory industry does not correctly identify 
the industry to be regulated. 

The dental laboratory industry is a hetero- 
geneous group of business entities. A dental 
laboratory is commonly identified as either an 
“ethical laboratory” or as an “unethical labora- 
tory.” The ethical dental laboratory faithfully 
observes the provisions of state laws which 
regulate the practice of dentistry. The ethical 
laboratory recognizes its ancillary position in 


P 
4 
ag 
; 
© 
Z 


DENTAL LABORATORY TRADE PRACTICE RULES . . . VOLUME 53, SEPTEMBER 1956 © 30 


the dental community, limits its business con- 
tacts to licensed practitioners only, and does 
not, therefore, perform any service directly for 
members of the public. The ethical dental 
laboratory is a credit to its industry and is of 
substantial assistance to the dental practitioners 
who utilize its facilities for the processing of 
dental appliances. 

The “unethical dental laboratory” (some- 
times referred to as a “bootlegger” or “adver- 
tiser”) violates state and federal laws routinely 
as part of its normal business operations. The 
unethical dental laboratory does not manufac- 
ture dental appliances “pursuant to oral or 
written authority, and/or from impressions, 
casts, or models furnished by a licensed prac- 
titioner of dentistry, etc.,” but exists by virtue 
of its illegal direct contacts with members of 
the public. The Association called the Com- 
mission’s attention to this public menace in its 
original statement: 

“The Association believes that the defini- 
tion of members of the industry now appearing 
in the proposed rules is incomplete since it 
does not include within its literal scope those 
laboratories whose continued violations of state 
and federal laws constitute the primary threat 
to the economic stability of the ethical labora- 
tory group and whose nefarious activities so 
seriously endanger the physical well-being of 
an unsuspecting public.” 

The damage to the health of the public 
resulting from the activities of the unethical 
dental laboratories is considerable and is the 
basis for the federal, as well as the states’, 
prohibition against the intrusion of unqualified 
persons into a field of professional practice. 
It seems safe to estimate, moreover, that the 
annual gross revenue of the unethical labora- 
tories approaches that of the ethical labora- 
tories. 

The Association believes that the present 
definition of “the industry for which these 
rules are promulgated” presents a strange para- 
dox. The definition embraces only the ethical 
laboratories, who stand least in need of regula- 
tion, and excludes the unethical laboratories, 
whose business activities constitute the greatest 
common peril faced by the ethical craft and 
the dental profession. It should also be noted 
that the business activities of the ethical dental 
laboratories are primarily intrastate in charac- 
ter, while the business activities of the un- 
ethical dental laboratories are substantially in 
interstate commerce. 


B. The definition of the commercial dental 
laboratory industry does not correctly identify 


the legitimate purchasers of industry products. 

The limitation of the legitimate market of 
dental laboratories to licensed dental practi- 
tioners and other authorized persons charac- 
terizes the business operations of the ethical 
dental laboratory industry. Representatives of 
the dental profession and of the laboratory in- 
dustry have commented on this governing 
principle in their prior testimony before the 
Commission. In the transcript of the Trade 
Practice Conference held in New Orleans in 
September 1954, the attorney for the Commis- 
sion makes several references to the necessity 
of defining the legitimate purchasers of indus- 
try products so as to make it perfectly clear 
that the dental laboratory industry serves only 
the dental profession. The definition of the 
commercial dental laboratory industry con- 
tained in the promulgated rules does not reflect 
this limitation on the business activity of 
laboratories and is therefore objectionable. 

The definition of the commercial dental 
laboratory industry states that dental ap- 
pliances are fabricated by a laboratory “pur- 
suant to oral or written authority, and/or from 
impressions, casts or models furnished by a 
licensed practitioner of dentistry, etc.” Thus, 
the definition inaccurately indicates that in- 
dustry products can be produced on the basis 
of instructions only or models only. The Asso- 
ciation pointed out to the Commission at the 
June 1955 hearing that dental appliances are 
fabricated and processed by members of the 
industry pursuant to instructions furnished by 
licensed dentists and on the basis of impres- 
sions, casts, or models furnished by a licensed 
practitioner of dentistry. 


C. The definition of the commercial dental 
laboratory industry inaccurately describes the 
legitimate function of the dental laboratory. 


1, During the public hearing before the 
Commission on June 24, 1955, there was con- 
siderable discussion of the relative responsi- 
bility of the dentist and the dental laboratory 
technician or laboratory in the design of dental 
appliances. In an effort to obtain objective and 
the most expert testimony on this matter the 
Association’s Council on Dental Education 
asked the deans of the dental schools to indi- 
cate what they believed to be the proper re- 
sponsibility of the dentist and the dental 
laboratory technician in the design of dental 
appliances. The deans have uniformly endorsed 
the position taken by the Association represent- 
atives who appeared before the Commission at 
the June 1955 hearing, that the dentist, and 


| 
i}. 


4a * THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


only the dentist, can design a dental appliance. 
The letters addressed to Dr. Shailer A. Peter- 
son, secretary, Council on Dental Education, 
by Carl O. Boucher, chairman, prosthodontic 
division, College of Dentistry, and chairman, 
division of dental laboratory technology, Ohio 
State University and A. R. Baralt, Jr., dean, 
Chicago College of Dental Surgery, Loyola 
University School of Dentistry, are on file in 
the Central Office. Photostatic copies of 16 of 
the other letters received by the Council on 
Dental Education from the dental deans and 
the chairmen of prosthetic departments are 
also on file. The letters of Doctors Boucher and 
Baralt also indicate that the dental student is 
taught to utilize properly the ancillary services 
of the dental technicians and commercial den- 
tal laboratories. The denta! student is trained 
to convey his requirements and directions to 
the technician or laboratory through the media 
of written work authorizations. This type of 
instruction is one of the criteria used by the 
Association’s Council on Dental Education in 
its evaluation of dental schools. The Council 
on Dental Education is adding specific direc- 
tives on this matter to its stated requirements 
for the guidance of institutions which are con- 
sidering the establishment of a dental school 
program. 

It should also be noted that the schools 
which offer approved training programs for 
dental laboratory technicians are being re- 
quired to give courses in ethics, jurisprudence 
and the interpretation of the work authoriza- 
tions furnished by licensed dentists. The dental- 
technician student receives instruction in the 
technics involved in the fabrication of dental 
appliances and is not being trained to usurp 
those functions which can be lawfully per- 
formed by the licensed dentist only. 


2. The Association submits that the defini- 
tion of dental laboratory function in the prefa- 
tory “Statement by the Commission” should 
reflect the statutory treatment accorded this 
subject by the legislatures of the several states; 
in any event, the function attributed to com- 
mercial dental laboratories in the Rules should 
not be greater than that permitted under state 
law. An expansion of function is unwarranted 
and will not aid in the effective enforcement 
of the Rules by the Commission. 

Under the constitutional system of delegated 
and retained powers, the sovereign authority 
to regulate the rendering of health services 
flows from the police powers of the several 
states. (See 41 American Jurisprudence 137, 
Section 7 and 45 American Law Reports 2d 


1243, p. 1247, Section 3, and authorities cited 
therein.) Each state has exercised its legislative 
authority in the area of dental health services 
by enacting statutes regulating the practice of 
dentistry. These statutes, commonly described 
as dental practice acts, define the practice of 
dentistry, establish standards for those who 
wish to practice dentistry and provide for the 
licensure and registration of those who meet 
the prescribed standards. 

Although the statutory definitions of the 
practice of dentistry vary somewhat in 
language from state to state, the full scope of 
prosthetic dentistry is encompassed within each 
definition. Therefore, the diagnosis and treat- 
ment of dental conditions requiring the artifi- 
cial replacement of one or more teeth and/or 
associated structures, the determination of the 
nature and specifications of the dental restora- 
tion and the actual construction and fitting 
of the appliance are responsibilities entrusted 
to the dentist by state law. Without appropriate 
statutory exemptions, the dental practice acts 
would prohibit any person who is not a licensed 
dentist from engaging in any phase of pros- 
thetic dentistry, including the fabrication and 
processing of prosthetic appliances. 

The evolution, during the past 60 years, of 
the dental laboratory technician and the com- 
mercial dental laboratory as ancillaries of the 
dental profession is reflected in the dental 
practice acts. (See Board of Dental Examiners 
vs. Jameson, 1944—64 Cal. App. 2d 614, 
149 Pac. 2d 223.) The earlier dental practice 
acts described the function of the dental 
laboratory technician in terms of “mechanical 
work on inert materials.” Although this 
language has been retained in a few modern- 
day dental practice acts, the critical situation 
with respect to the illegal practice of dentistry 
by some dental laboratories and technicians 
has required that the original legislative refer- 
ence be amended to state more explicitly the 
relationship between, and the relative ,responsi- 
bilities of, the dentist and the dental laboratory 
technician. It was felt that more effective 
enforcement of the dental laws could be ob- 
tained if the phrase “mechanical work on 
inert material” was refined to state more fully 
the original and continuing intent of this 
language. 

A typical modern statutory treatment of this 
subject is contained in the Dental Practice 
Act for the State of Kansas which, in its perti- 
nent part, states: 


“65-1422, G.S. 1949. Definition of the prac- 
tice of dentistry. Any person shall be deemed to 
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be practicing dentistry who . . . supplies arti- 
ficial substitutes for the natural teeth, or who 
furnishes, supplies, constructs, reproduces or 
repairs any prosthetic denture, bridge, ap- 
pliance, or any other structure to be worn in 
the human mouth, except on the written pre- 
scription of a duly licensed and registered 
dentist; . . . or delivers the same to any per- 
son other than the dentist upon whose pre- 
scription the work was performed . . .” (em- 
phasis added) 


Section 65-1438, G.S. 1949 of the Kansas 
Act regulates the manner and conditions under 
which this delegation may be made. It pro- 
vides, in part, as follows: 


“(A) Any dentist who shall use the services 
of any person . . . not licensed to practice 
dentistry in this state, to construct, alter, re- 
pair, or duplicate any denture, plate, partial 
plate, bridge . . . shall first furnish such un- 
licensed person with a written prescription 

. which shall contain . . . (4) A prescrip- 
tion [description] of the work to be done, with 
diagrams if necessary. (5) A specification of 
the type and quality of the materials to be 
used...” (emphasis added) 


The Section next provides that a dentist 
or unlicensed person who fails to utilize this 
procedure is guilty of a misdemeanor and sub- 
ject to the penalties of law. In addition, the 
Kansas dental law provides that the dentist 
may also have his license revoked or suspended 
for a violation of the above Section. 

The Massachusetts Dental Practice Act 
typifies another legislative approach to a more 
explicit statement of the relationship between, 
and the responsibilities of, the dentist and the 
dental laboratory technician. The Massa- 
chusetts Act states in part: 


“Section 50. A person shall be deemed to 
be practicing dentistry . . . if he, except on the 
written prescription of a registered dentist 
and by the use of impressions made by a regis- 
tered dentist, directly or indirectly, by mail, 
carrier, personal agent, or by any other method, 
supplies, constructs, reproduces, relines, re- 
pairs, adds or directs the application of any 
substance to dentures, bridges, appliances or 
other structures to be used and worn as sub- 
stitutes for the natural teeth; or if he places 
such substitutes in the mouth or adjusts the 
same.” (emphasis added) 


Statutory provisions similar to those found 
im the Kansas or Massachusetts Dental Practice 


Acts have been adopted by the following 
States: Alabama, Arizona, Arkansas, Cali- 
fornia, Colorado, Connecticut, Delaware, Dis- 
trict of Columbia, Florida, Georgia, Illinois, 
Indiana, Kansas, Kentucky, Louisiana, Maine, 
Massachusetts, Michigan, Minnesota, Missis- 
sippi, Missouri, Montana, Nebraska, Nevada, 
New Hampshire, New Jersey, New Mexico, 
New York, North Carolina, Ohio, Oklahoma, 
Oregon, Rhode Island, South Dakota, Texas, 
Utah, Washington, West Virginia, Wisconsin. 

It should be noted that these dental prac- 
tice acts may be implemented under the rule 
making authority of a dental board by rules 
stating the required contents of a written pre- 
scription or work authorization. 

The dental practice acts provide that the 
construction of a dental prosthetic appliance 
is part of the practice of dentistry, that an 
unlicensed person may not engage in any 
phase of the construction of such an appliance 
unless he does so pursuant to the written, or 
oral, prescription or work authorization of a 
licensed dentist, which prescription or work 
authorization must contain pertinent instruc- 
tions to guide the technician in the construc- 
tion of a prosthetic appliance. 

The provisions of state law which indicate 
the scope of activity permitted the dental 
laboratory technician or commercial dental 
laboratory limit the technician and laboratory 
to the construction, reproduction or repair of 
dental appliances. If the unlicensed person 
exceeds the statutory limitations he exposes 
himself to civil or criminal penalties, or both, 
for the illegal practice of dentistry. The statu- 
tory recognition of the function of the dental 
laboratory technician and commercial dental 
laboratory exists as a limited exception to the 
practice of dentistry by an unlicensed person. 
It follows, therefore, that the function per- 
mitted the dental laboratory technician or com- 
mercial dental laboratory under a proper dele- 
gation must be strictly construed under, the 
normal rules of statutory construction. It is 
significant that the word “design” does not 
appear in any of the dental practice acts to de- 
scribe the legitimate activity of the dental 
laboratory technician or commercial dental 
laboratory. The frequent use of the word 
“construct” in the pertinent statutes to indicate 
the proper function of the dental laboratory 
or technician does have an important bearing 
on the relative responsibility of the dentist and 
the dental laboratory or technician in the de- 
sign of dental appliances. 

The basic definition of the term “construct” 
is to build; to put together the constituent 
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parts of (something) in their proper place 
and order; to form; to make; as to construct 
an edifice. The definition of the term “de- 
sign” is to plan mentally; to conceive of as a 
whole, completely or in outline. The comple- 
mentary meanings of these terms can be illus- 
trated by analogy to the architect who designs 
a building and the contractor who constructs 
it. While one will not dispute the talent of the 
other, it is certain that the contractor who 
constructs the building does not design it. 
Rather, he constructs the building from an 
intelligent interpretation of the designs of the 
architect as indicated in blueprints, sketches 
and models. Much the same relationship exists 
between the dentist and the dental laboratory 
technician. The law limits the function of the 
technician to the construction of a prosthetic 
appliance, to the mechanical, albeit skillful, 
technic of translating the concepts and de- 
signs of the dentist into a useful product. To 
accomplish this end, the technician must 
interpret the specifications of the dentist, but 
this interpretation is a far cry from the actual 
design of the dental device. To state that the 
laboratory technician designs a dental pros- 
thetic appliance is to state the impossible. 
The technician does not see the patient. He 
works only from the casts, models, impressions, 
and instructions supplied by the dentist. The 
technician executes or constructs on the basis 
of this material and the information inherently 
contained in it. The model, for example, re- 
flects the configuration of the face as traced 
by the dentist, the tissues of the mouth as 
portrayed by the dentist, the lip line as indi- 
cated by the dentist, the occlusion of the 
patient’s teeth and jaws as adjusted by the 
dentist, and other critical intelligence. With 
this model, typically, are instructions to indi- 
cate matters not evident on the model as well 
as specifications with respect to materials and 
esthetics. Aljl this the dentist has prepared; 
and.what remains is the interpretation and 
translation of this mass of information into an 
acceptable dental restoration. While the tech- 
nician must exercise a high order of intelli- 
gence and mechanical skill in interpreting the 
information furnished by the dentist and in 
the construction of the prosthetic appliance, 
he does not design the appliance nor is he in a 
position to do so. In this connection, the 
Supreme Court of Illinois states in the case of 
The People ex rel. Chicago Dental Society vs. 
A.A. Dental Laboratories, Inc., 134 N.E. 2d 
285, (March 22, 1956): 

“Voluminous testimony establishes beyond 
doubt that the furnishing of artificial dentures 


is intimately related to the general health of 
the patient, and that the mechanical work of 
making the denture is but a small part of the 
total undertaking, which always requires 
biological, physiological and pathological 
knowledge, and sometimes surgical skill. This 
relationship justifies legislative regulation of 
dentistry, including prosthetic dentistry, Las- 
don v. Hallihan, 377 Ill. 187, 36 N.E. 2d 227, 
and indeed the defendants concede in their 
reply brief that the legislature can regulate 
the activities of dental technicians. . . . 

“The evidence establishes that the knowledge 
and skill of the dentist is necessary in the 
diagnosis of the case, the taking of impres- 
sions, the issuance of instructions to the labora- 
tory and the testing, fitting and adjustment 
of a prosthetic denture. .. . 

“In our opinion the power of the legislature 
is not exhausted when it has provided that 
there shall be professional supervision at the 
inception and the conclusion of what is essen- 
tially a single process. It may, if it sees fit, go 
further and insure that responsibility to the 
patient shall not be fragmented, and it may 
focus that responsibility upon a member of 
the profession which it regulates. By that 
means, compliance with the requirement that 
the dentist shall fit the appliance in place and 
make the necessary adjustments may be en- 
hanced, protection against inferior workman- 
ship and materials and exorbitant prices may 
be ensured, and the dentist can be certain that 
the work for his patients is done by those in 
whose integrity, competence and skill he has 
confidence . . .” 


The most recent expression of the Supreme 
Court of the United States on this issue can be 
found in Williamson v. Lee Optical of Okla- 
homa, Inc., 348 U.S. 483, 75 S.Ct. 461, 99 
L.Ed. 563. 

In summary, the dental practice acts of the 
several states confer upon the licensed dentist 
a totality of function and responsibility in the 
field of prosthetic dentistry. Since the function 
of the dental laboratory technician and the 
commercial dental laboratory is treated in the 
pertinent statutes as a limited exception to the 
broad legal responsibility of the licensed den- 
tist, the legitimate function of the technician 
or laboratory is narrowly construed so as to 
avoid a diminution or dilution of the public 
trust reposed in the dental profession by the 
state legislatures. Dental laboratory technicians 
and dental laboratories are permitted under 
the statutory exception referred to earlier, to 
construct dental prosthetic appliances when 
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properly authorized and directed by a licensed 
dentist. The term “construct” means to build, 
and, in context, to build upon the directions 
and specifications furnished by the dentist. 
Since the technician does not see the patient 
and since the dentist alone is authorized to 
prescribe for the dental ills of the patient, it 
must follow that only the dentist and not the 
technician can determine the need for, and 
the nature, function and design of a dental 
restoration. 

This responsibility lodged in the dentist by 
statute is a complete and total responsibility. 
It cannot be divided, waived, or delegated. For 
this reason, the footnote to the jurisdictional 
paragraph of the Rules is inappropriate and 
contrary to law. An “ultimate” responsibility 
assumes an immediate responsibility as it also 
assumes a dual responsibility. With respect to 
design and the right of a dentist to prescribe 
for his patient, there is one indivisible responsi- 
bility resting solely on the dentist. While the 
technician is responsible to the dentist for the 
work he performs, the technician’s function 
is limited to the acts he can legally perform. 
The statutory relationship between, and the 
functions of the dentist and the dental labora- 
tory technician can only be modified by legisla- 
tive action on the part of the several States. It 
cannot be doubted that the use of the term 
“design” in the definition of the commercial 
dental laboratory industry has a quasi-legisla- 
tive effect, even though the Commission does 
not purport to legislate in promulgating its 
rules of fair practice. The Commission has 
shown its awareness of this natural effect of its 
actions by incorporating into its Rules of Prac- 
tice a statement that a rule within the Group 
II category will not be approved if it is at 
variance with state law. The Association is 
confident that this basic criterion continues 
to be utilized by the Commission in evaluating 
all rules promulgated by it. . 
The Association further submits that if the 
’ intricacies of “design” are at issue between the 
profession and the craft, the Commission is not 
the proper body to resolve the disagreement. 
Patently, this issue is outside of the Commis- 
sion’s field of expertness and experience as it is 
outside of the jurisdiction and purposes of the 
statutes it administers. In addition, the effect 
of its retention in the promulgated Rules can- 
not help but stimulate dissension in an area 
where harmony and good will existed. Other 
mechanisms exist to resolve questions such as 
this in the public interest. It is apparent to 
the Association and its membership, the repre- 
sentatives of the “consumer” in this matter, 
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that the retention of the term “design” could 
well have the effect of jeopardizing the salutary 
effect these Rules might otherwise achieve for 
the laboratory craft. 

The Association further submits that the 
retention in these Rules of the term “design” 
can have no relevancy to the proper object of 
these Rules; that is, the regulation of business 
conduct within the dental laboratory industry 
under the statutes administered by the Com- 
mission. The term does not broaden the busi- 
ness classification over which these Rules will 
operate, nor does it add meaningful content 
to the Rules themselves. Its use only gives the 
color of legality to an otherwise illegal act on 
the part of unlicensed persons. 


Recommendation * The American Dental 
Association recommends that the definition of 
“the industry for which these rules are estab- 
lished” now appearing in the promulgated 
Rules can be deleted and the following defin:- 
tions substituted in lieu thereof: 

“Members of the industry are those persons 
(excepting licensed practitioners of dentistry), 
firms, corporations, and organizations engaged 
in the fabrication and processing of orthodontic 
corrective appliances, prosthetic dental ap- 
pliances, ceramic or plastic teeth encapments, 
cast-metal dental appliances, dental inlays, 
dental bridges, and other types of oral restora- 
tions. 

“Purchasers of industry products are licensed 
practitioners of dentistry or other authorized 
persons upon whose written or oral authoriza- 
tion and from whose impressions, casts, or 
models, an industry product is fabricated or 
processed.” 

The Association submits that the recom- 
mended definition of “members of the indus- 
try” includes within its literal scope all mem- 
bers of the dental laboratory industry and 
identifies the legitimate and actual function of 
the dental laboratory industry; that is, “the 
fabrication and processing” of dental ap- 
pliances. 

The Association insists that the prefatory 
“Statement by the Commission” should gen- 
erally indicate the market limitations imposed 
on the business activities of the dental labo- 
ratory by state laws and should accurately 
reflect the need for both authorization and 
impressions, casts or models in the fabrication 
or processing of an industry product. Both of 
these objectives can be achieved by incorporat- 
ing the Association’s recommended definition 
of “purchasers of industry products” within 
the Commission’s prefatory statement. 
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II. The American Dental Association ob- 
jects to the use of the word “design” in Rule 
1 (a) and Rule 2 (b). As indicated earlier, the 
function of design as it relates to dental res- 
torations has been entrusted to members of the 
dental profession by the dental practice acts of 
the several states and cannot be lawfully dele- 
gated to others. 


Rec The American Dental 
Association recommends that the word “de- 
sign” be deleted from Rule 1 (a) and Rule 2 
(b). 


III. The American Dental Association ob- 
jects to the use of the term “occlusion” in 
Rule 1 (a). In order that members of the 
Commission may gain an appreciation of the 
technical concepts inherent in the term “oc- 
clusion,” a brief résumé of the procedures 
generally used in establishing the occlusion of 
a dental restoration follows: 

Artificial teeth are set up in the trial wax 
denture in such a way that they will occlude 
in all functional positions and movements of 
the mandible. They are set up (no matter by 
whom) on an articulator, partly according to 
certain records and measurements made by 
the dentist, and partly according to a stand- 
ard procedure in setting teeth. In addition to 
casts of the jaws from mouth impressions and 
registrations of their various relations to each 
other, the principal records and measure- 
ments achieved by the dentist that affect oc- 
clusion of the teeth are centric occlusion, the 
vertical height of the denture in relation to 
the tongue and lips of the patient, the location 
of the occlusal plane, the inclination of con- 
dylar movement so that the cuspal inclination 
of the artificial teeth may be determined and 
a record of peculiarities in the patient’s natural 
dentition to be imitated in the set-up of the 
denture teeth. 

If the denture is fabricated by a dental labo- 
ratory technician, he sets the teeth by a stand- 
ard procedure in accordance with the dentist’s 
plan, records and measurements. The labora- 
tory technician tests his work on the articulator 
according to standard procedure to determine 
its effectiveness. It must be tested also by the 
dentist, either with the trial wax denture or 
the completed denture, in the patient’s mouth 
and corrected by adjusting the surfaces of the 
teeth where necessary and possible (by grind- 
ing). The dentist must also test the occlusion 
in the finished denture with regard to its 
physiological harmony with muscle and joint 
response. 


The procedures described herein would 
apply to the practices of dentists who consign 
to the technician as much as possible of the 
fabrication of dental appliances. It should be 
kept in mind that many dentists carry the 
construction of the dental appliance through 
the setting of teeth and consign to the techni- 
cian only the processing of the wax trial den- 
ture into a finished denture. 

The comments of Dean A. R. Baralt, Jr., 
in the letter mentioned earlier, on the subject 
of occlusion are pertinent to this consideration. 


“The very fact that any technician would 
claim to be responsible for occlusion indicates 
his lack of understanding of the term occlusion. 
Again semantics, for I believe that the techni- 
cian would define this term as the arrange- 
ment of teeth, with the proper interdigitation 
of cusps. Dr. T. M. Graber in his definition of 
occlusion shows us that it is made up of three 
components, interdigitation of teeth, status of 
the controlling musculature, and the temporo- 
mandibular joint and action. Immediately 
there we see that occlusion is more than 
mechanical and requires a sound understand- 
ing of anatomy and physiology to be completely 
understood. 

“At our dental school it is our policy to work 
with the dental laboratory industry and we are 
most appreciative of the excellent auxiliary 
aid that they can offer to us. In the past few 
years we have turned over to this laboratory in 
our clinical years almost all of the fabrication 
and processing of our prosthetic appliances. 
This has enabled our students to accomplish al- 
most 50 per cent more work in the prosthetic 
division. The student, however, under the di- 
rection of his teachers designs and directs the 
laboratory as to specifically what he wants and 
it is the dental students responsibility to see that 
“fit,” “comfort” and “appearance” are given 
to his patient. His training in practically every 

ject in the dental school is directed to prob- 

s of occlusion, since we strongly believe that 
the fundamental of occlusion is the basis of 
the profession of dentistry.” 


The philosophy underlying the Association's 
objection to the use of the term “design” in 
the Rules applies with equal force to the use 
of the term “occlusion” in the Rules. The 
Commission’s use of these terms infers that the 
dental laboratory technician and commercial 
dental laboratory have a function in the field 
of prosthetic dentistry which is greater than 
that permitted under the dental practice acts 
of the several states. The use of the term “oc- 
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clusion” is inappropriate in any description of 
the function performed by, or the responsi- 
bility of the dental laboratory technician or 
commercial dental laboratory, since the 
licensed dentist is solely responsible in law 
and in fact for the occlusion of a dental 
restoration. The technician’s sole responsibility 
is to interpret accurately the information pre- 
sented to him by the dentist and to construct 
the dental appliance accordingly. 


Recommendation * The American Dental 
Association recommends that the term “occlu- 
sion” be deleted from Rule 1 (a). 

The Association’s objections to the use in 
the Rules of the terms “design” and “occlu- 
sion” have been stated so far with specific 
reference to the relationship between the den- 
tal profession and the dental laboratory craft 
in the field of prosthetic dentistry. The func- 
tions of design and occlusion are also critical 
in the area of dental practice known as ortho- 
dontics. Orthodontics is that branch of the 
practice of dentistry which has for its objective 
the prevention and correction of dental and 
oral anomalies. The devices used in orthodon- 
tic treatment are prospective in nature and 
are mobile and dynamic in contrast with the 
more static nature of a prosthetic device. The 
orthodontic device customarily requires con- 
tinuing supervision and frequent adjustment 
by the licensed dentist, whereas the prosthetic 
device requires only periodic attention after it 
has been fitted to the patient. The very nature 
of an orthodontic device and the necessity that 
it be adjusted frequently in the mouth of the 
patient militate against the claims of the den- 
tal laboratory representatives that they have a 
responsibility for the design or occlusion of 
orthodontic appliances. In view of the minimal 
use cf commercial dental laboratories for the 
purpose of fabricating or processing orthodon- 
tic appliances, the Association believes that it 
is a particular affront to the dental profession 
for the representatives of the dental laboratory 
industry to arrogate to themselves the func- 
tions of design and occlusion in the field of 
orthodontics. 


IV. The American Dental Association ob- 
jects to the inclusion of Sections III and IV 
of Rule 12 and Rule 13 in the promulgated 
Rules. Since these provisions have no mean- 
ingful application to the typical dentist-labo- 
ratory relation, the Association recommends 
that they be deleted from the subject Rules. 


V. The promulgated Rules do not touch on 
the most dangerous type of deception prac- 


ticed upon the public by certain laboratory 
operators; that is, the illegal traffic in “mail 
order dentures,” through which the public is 
exploited by the unqualified, the quack, and 
the charlatan. Whereas the great preponder- 
ance of dental laboratories observes not only 
the letter but also the spirit of state laws which 
prohibit all but qualified persons from render- 
ing any dental health service directly to the 
public, there is stil] an unduly large amount of 
illegal dental practice by those who exist on 
the fringe of a highly respected industry and 
craft. The Association believes that this illegal 
activity can be dealt a cRushing blow if the 
Commission will add appropriate language to 
either Rule 1 or Rule 2 of the present Rules. 

It should be stressed that the rule recom- 
mended below will not in any way restrict the 
legitimate advertising programs directed 
toward the dental practitioner by the ethical 
dental laboratory group. The suggested re- 
striction would prohibit only the solicitation 
of the general public by dental laboratories, 
a practice which, as noted, is contrary to the 
law and public policy of every state and which 
prompted the enactment of the Federal Den- 
ture Act. When a dental laboratory solicits the 
general public, it, of necessity, invades that 
area of health care reserved by law to the den- 
tal profession by inferring that the laboratory 
can render a dental service to the public. Such 
solicitation is, therefore, deceptive, fraudulent, 
and misleading as those terms have been inter- 
preted by the Federal Trade Commission. 
Such solicitation is, in fact, the most serious 
type of deception and fraud in that the labo- 
ratory is not dealing with or making repre- 
sentation to an informed person, such as a 
dentist, but rather to a totally uninformed 
person who must of necessity rely wholly on 
the good faith of the advertiser. 

It would appear that the recommended 
rule would come within the purview of Sec- 
tions 12 through 15 of the Federal Trade 
Commission Act, which sections make it un- 
lawful for any person to disseminate, or cause 
to be disseminated, any false advertisement 
which has the purpose of inducing the pur- 
chase of “devices” which, as defined by Sec- 
tion 15 (d), would include dental prosthetic 
appliances. Further, Section 14 of the Federal 
Trade Commission Act would seem to require 
such a rule inasmuch as the sale of these 
devices by public solicitation would be “in- 
jurious to health.” 

If the recommended language is adopted, 
this Commission will in a single stroke provide 
a greater measure of economic stability to the 
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legitimate laboratory craft and an effective 
weapon against those illegal dental laboratory 
operators who are a threat to the dental health 
of the American public. 


Recommendation * The American Dental 
Association recommends that the following 
language be inserted as a sub-section of Rule 
1 or Rule 2 of the promulgated Trade Practice 
Rules for the Commercial Dental Laboratory 


Industry: 


“It is an unfair trade practice for any mem- 
ber of the industry to solicit trade or business 
from the general public by any means; pro- 
vided, however, that nothing in this rule shall 
prohibit a member of the industry from selling 
or offering to sell or soliciting purchasers, 
within the meaning of this code, by appropri- 
ate means.” 


In addition to the objectives and recom- 
mendations stated earlier, the American Den- 
tal Association submits that the dental labo- 
ratory representatives have not clearly or 
publicly demonstrated the need or a sufficient 
legal justification for the issuance of trade 
practice rules for the commercial dental labo- 
ratory industry: 


I. The transcripts of the proceedings before 
the Commission do not reveal any history of 
violations by members of the dental laboratory 
industry of the laws administered by the Com- 
mission. The Association has not been other- 
wise advised of any significant violations of the 
pertinent statutes by ethical members of the 
industry and questions whether trade practices, 
methods of competition and business behavior 
in the ethical dental laboratory industry have 
suddenly deteriorated to the point where trade 
practice rules are required. 


II. Section 2.21 of the Rules of Practice of 
the Federal Trade Commission states, “rade 
practice conference rules are designed to elim- 
inate and prevent, on a voluntary and industry- 
wide basis, trade practices and methods of 
competition and business behavior in an in- 
dustry which constitute violations of laws ad- 
ministered by the Commission.” 

If the Commission is convinced that methods 
of competition and business practices in the 
dental laboratory industry require the promul- 
gation of rules, the Association believes that 
such rules should regulate the business activi- 
ties of both ethical and unethical laboratories 
so that an “industry-wide” effect may be 


achieved. The business activities of unethical 
laboratories which are clearly violative of the 
laws administered by this Commission are not 
restricted or in any way affected by the Rules 
heretofore promulgated by the Commission. 
The promulgated Rules will not “eliminate 
and prevent . . . trade practices and methods 
of competition and business behavior in an 
industry which constitute violations of laws 
administered by the Commission” since: 


A. The ethical dental laboratories are en- 
gaged primarily in an intrastate activity. 


B. There has been no evidence of signifi- 
cant violations of laws administered by the 
Commission by the ethical dental laboratories 
who are engaged in interstate activities. 


C. The Rules do not affect the business 
practices of the unethical dental laboratories. 


III. Trade practice rules are promulgated 
to prevent business practices which are unfair 
and harmful not only to an industry but also 
to the consuming public. The dental profes- 
sion is the only legitimate purchaser of the 
products of the dental laboratory industry. 
The American Dental Association submits that 
the dental profession does not need trade prac- 
tice rules to protect itself from the alleged 
unfair business tactics of ethical dental labo- 
ratories. 

It is difficult to understand why the National 
Association of Dental Laboratories opposes 
the recommendations made by the American 
Dental Association, since the recommendations 
would enable the Commission to regulate 
business practices which threaten not only the 
dental profession and the ethical members of 
the dental laboratory industry, but the general 
public as well. 


IV. Throughout the Trade Practice Con- 
ference proceedings, the laboratory representa- 
tives have demonstrated an amazing lack of 
interest in the regulatory aspects of trade prac- 
tice rules and, contrariwise, have exhibited an 
inordinate concern over the Commission’s de- 
scription of dental laboraiory function. This 
attitude has created an apprehension among 
many members of the dental profession that 
the laboratory representatives have seized up- 
on the trade practice conference procedure 
merely as a mechanism to advance their de- 
sires for a larger role in the field of dental 
health care. This aspect of the problem created 
by the issuance of inappropriate trade practice 


be 
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rules has been adequately treated in the state- 
ment filed on behalf of the New Jersey State 
Dental Society, the Maryland State Dental 
Association, and the Massachusetts Dental 
Society, and requires no further comment 
herein. 

The American Dental Association respect- 
fully urges the Commission to consider the 


objections, recommendations and questions 
raised herein. The Association insists that the 
Trade Practice Rules for the Commercial 


Dental Laboratory Industry are inappropriate 
and, therefore, petitions that the promulgated 
Rules be amended in accordance with the 
recommendations stated herein or, in the al- 
ternative, that said Rules be repealed. 
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For tip and corner restorations, you 
can have complete confidence in 


DORT 


—so efficiently placed either by 
brush or with a Crown Form 


In large tip and corner fillings, no 
other material can take the place 
of Colorfast Kadon. And no other 
technic provides such tight adapta- 
tion . . . with so little discomfort 
to the patient . . . as technics per- 
fected by Caulk resin specialists. 


For successful esthetic fillings in 
important anterior locations, use 
Caulk Cavity Primer to make den- 
tine and enamel chemically recep- 
tive. Then apply Colorfast Kadon. 
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For modern materials, call on 
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1. Clean denture thoroughly. Tape buccal and 
labial surfaces to keep Contak off. Then pour 
Contak mix in denture. 2.Submerge denture in 
| tap water to wash excess monomer from surface. 
When finger-test indicates that stickiness has van- 
ished . . . 3. Insert denture in mouth for partial 
} | seating by finger pressure. Withdraw, trim excess, 
= rinse, and re-insert for final closing by patient. 
4.Remove denture and immerse for 20-minute 
curing. Remove tape, finish and polish. 


In one visit, Contak resiores perfect fit to den- 
tures made uncomfortable by tissue shrinkage 
Flowing free nder light pressure Contak effec- 
tively takes an impression then forms a lining 
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“psychological failure”, with persis- 
tent complaints of discomfort and in- 
stability. 

The sympathetic dentist can wisely 
anticipate this PF hazard, by recom- 
mending the use of Wernet’s Powder. 
Retention and stability are effectively 
enhanced by its soft, resilient cushion 

. . and self-confidence gets just the 
lift it needs. Added comfort helps, 
too, through the absorption and dis- 
tribution of unaccustomed pressures 
on sensitive tissues. 

All patients will appreciate this 
practical suggestion—especially those 
with anatomical or emotional difficul- 
ties. Indeed it may often prove indis- 
pensable if they are to achieve “den- 
ture wearer” satisfaction. 


WERNET DENTAL MFG. CO., INC. 
Jersey City 2, N. J. 


FREE PROFESSIONAL SAMPLES 


WERNET DENTAL MFG. CO., INC. 

Jersey City 2, N. J. Dept. 16-3 

Please send me professional samples of 
Wernet’s Powder. 


(Please Print) 
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Politics may not only produce strange 
bedfellows. but often ts unexpec- 
ted offspring. In 1780, a non-conform- 
ist English tanner named William 
Addis was forced into hiding from his 
political enemies, Growing bored one 
day with his restricted activities, he 
picked up a piece of bone to whittle, 
proceeded to wire on one end some 
hairs from the tail of a cowhide lying 
nearby, and thus invented the fore- 
runner of the toothbrush as we know 
it today. Subsequently he founded 
what is now Addis Ltd. Brushworks of 
Hertford, manufacturers of fine tooth- 


brushes. 


Mahlon Loomis, a dentist of Cam- 
bridge, Mass., had the misfortune to 
live just a few decades ahead of his 
time. In 1869 he demonstrated his 
apparatus for sending telegraphic 
messages by wireless, but was laughed 
into oblivion by a world not yet ready 
for the new medium of communica- 
tion that brought fame and fortune to 
Marconi in 1901. 


. 


When ancient Egyptians ground their 
grain in stone mortars, they doubtless 
failed to realize that this procedure 
was incorporating in the meal fine 
crystalline particles that in the bread 
often wore their teeth to the pulp, 
provoking abscesses which discharged 
pus through the jawbone. Perfora- 
tions from such pus-draining fistulae 
have been noted in many skulls found 
along the Nile. 


Siva, one of the three supreme deities 
of Hinduistic India, represents the 
twin principles of destruction and res- 
toration — considered inseparable in 
Hindu thought. According to the 
great Hindu epic Mahabharata, Siva 
possesses very large and very sharp 
teeth. How appropriate, that (under 
Siva’s aegis?) India provides the forest 
product Karaya gum that constitutes 
the basic ingredient for Wernet's Den- 
ture Powder! 


A-9 

t 

A 
id 


WHO KNOW 
DIAFIL 

USE IT ALWAYS 
BECAUSE IT 
HAS PROVED 
TO BEA 
DEPENDABLE 
EASY-TO-USE 
MATERIAL 

FOR ANTERIOR 
AND POSTERIOR 
FILLINGS. 


& COMPANY, INC. © 62 COOPER SQUARE + NEW YORK 3, N. Y. 
BUSCH BURS « HORICO DIAMOND ABRASIVES » AJUSTO HANDPIECES * STAINLESS INSTRUMENTS 


— 
A-10 
—> )) 
A 
— —| 
BD 
Cc 
a 
5 
( 
) 
Permanent @ 
ng 
a = Se 
Gros - js 


SEE IT...TRY IT 
AT BOOTH 823-825-827 
A.D. A. MEETING, ATLANTIC CITY 


Preferred by patients 


Dentistry’s gentle method for cavity and crown preparation — 
eliminates rotary motion, minimizes patient apprehension and 
pain. 

Clinical reports on approximately 20,000 patients showed almost 
unanimous preference for Cavitron over other cutting methods. 


Saves chair time 


Cavitron’s non-traumatic* cutting action makes anesthesia un- 
necessary in most cases, permits patients to tolerate more prepara- 
tions per sitting. The precise, smooth cuts reduce instrument 
changes and finishing time. You do more productive work per 
sitting ... handle more patients in your normal work week. 


Makes better dentistry easier 


The unique Cavitron combination — non rotary, feather-touch 
handpiece and the relaxed patients — assures reduced operating 
tension and fatigue . . . leaves you fresher at the end of the day. 
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Now .... for the first time 
there is available ... a 

good—soft—enduring pink 
resin for chairside relining. 


FLEXENE—“‘cushion soft” 
relieves pressure spots that 
cause painful irritation. 
Permits masticatory impact 
on soft tender gums, 
especially in immediate 
denture or recent extrac- 
tion cases. 


Being soft and pliable, 
FLEXENE helps the patient 
make a remarkable 
psychological adjustment 
during the critical “breaking- 
in” period. Helps you cut 
down on time-consuming 
plate adjustments . . . 
providing relief and comfort 
for those troublesome 
denture cases every dentist 
seems to have. Cushion soft 
FLEXENE is meeting with 
enthusiastic professional 
acceptance for chairside 


RELINES 

PERIPHERAL SEAL 
POST-DAM MODIFICATIONS 
CONDYLE CORRECTIONS 


From your dealer 
FLEXENE office package-powder- 
liquid and accessories. ...$12.75 
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uperior Sevriton 


sthetics add 


Order ‘‘Sevriton" 

© acrylic filling material 

™ from your dealer today... 
You'll be glad you didi 


309 Main Street, Niacora Falls, N. Y. 
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3 OF THE FINEST PRODUCTS 
EVER OFFERED 
BY PELTON 


PELTON LIGHT (SS) 
Here i is today's. 


PELTON 


AUTOCLAVE (FL-2) 


3 OF THE FINEST 
ACCESSORIES TO YOUR 
PRACTICE THAT HAVE 

WITHSTOOD THE TEST OF TIME 


CHARLOTTE 3, NORTH CAROLINA 
Fine Professional Equipment Since 1900 


| 
 minimum sterili for 
74 Yul 
PELTON COMPRESSOR (D) | 
Eight-gallon tank meets | 
“a 


BUILT-IN BALANCE! 


The control you need for precision work is ‘‘built-in,” 
rather than dependent on manual dexterity... with 
DENSCO handpiece equipment. 

By eliminating the fatiguing muscular and nervous 
strain which accompanies the conventional handpiece. . . 
thousands of dentists now using the DENSCO system 
have found they are able to do more and better dentistry 
...in far less time! 


The DENSCO Ball Bearing Handpiece runs cool and 
smooth ot oll speeds, requiring only the lightest 
touch to cut rapidly. 

The unique long-sheoth contra angle adaptation forms 
@ solid union between the power and cutting tool. 
The rigidly-held, true-running, toper-shank cutting 
tools eliminate backlash and vibration. 

The exclusive, uniform ‘‘three-loyer” construction of 
DENSCO Biu-White Instruments insures rapid cutting. 


Ask your salesman for a copy of... 
“Better Dentistry...faster!” 


DENSCO A-F (Anti-Friction) Hand- 
piece with long-sheoth, taper-type 
contra angie. 


TRADE MARK OFF 


DENSCO Incorporated 


200 Santa Fe Drive © Denver, Colorado 
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VOLUME 53 * NUMBER 3 


ERICAN DENTAL ASSOCIATION 


Differential diagnosis 


of abnormal dental radiopacities 


Robert K. West, D.D.S., Chicago 


This study was undertaken to accumulate, 
organize and describe the distinguishing 
characteristics of normal and abnormal 
radiopacities that may be noted in the 
dental roentgenogram so that differential 
diagnosis of abnormal dental radiopaque 
images will be facilitated. All phases of 
clinical dentistry are centered around a 
correct oral diagnosis, in the event treat- 
ment planning is to be effective. The 
oral diagnostician must be an expert not 
only in the recognition of clinical mani- 
festations of disease, but also in the inter- 
pretation of normal and abnormal roent- 
genographic images; frequently it is 
necessary to make a differential diagnosis 
of radiopaque areas so proper treatment 
planning may be effected. 

The importance of radiopacities mani- 
fested in the dental roentgenogram and 
the extent of their contribution to oral 
diagnosis has been emphasized in the last 
two decades. Invaluable contributions 
have been made by Sicher, Ennis, Stafne, 
Lovestedt and Sweet, although dental 
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literature written on this subject has 
proved to be very limited. 

An operator must be familiar with the 
exact roentgenographic appearance of 
the normal structures to identify roent- 
genograms properly and prevent normal 
landmarks from being mistaken for in- 
dications of pathologic conditions. 


NORMAL LANDMARKS IN MAXILLA 


Hamular Process or Pterygoid Process of 
the Sphenoid Bone * The hamular proc- 
ess of the sphenoid bone appears as a 
radiopaque projection distal to the tuber- 
osity of the maxilla, which in turn, is 
posterior to the third molar. 


Maxillary Tuberosity * The maxillary 
tuberosity is the distal termination of the 
upper jaw; it is distal to the third molar 
and appears as normal bone, with normal 


Dental! Training Center, Veterans Administration West 
Side Hospital. 
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distribution of white and black shadows. 
Its border curves upward and distally. 


Zygoma or Malar Bone * The zygoma 
is seen as a dense white area above the 
molars, especially the first and second 
molars, sometimes obscuring the roots. 


Nasai Septum * The nasal septum usu- 
ally is seen as a white shadow above and 
between the central incisors. This some- 
times obscures that region, or it may be 
mistaken for a supernumerary tooth. 


Molars * Molars usually have three roots. 


First Bicuspids * First bicuspids usually 
have two roots. 


Anterior Teeth + Anterior teeth usually 
are single rooted. 


Coronoid Process of the Mandible + The 
coronoid process is seen as a triangular 
radiopaque area in the upper molar 
region; it is sometimes mistaken for the 
shadow of an impacted third molar. 


NORMAL LANDMARKS IN MANDIBLE 


External Oblique Line + The external 
oblique line is a white line on the anterior 
portion of the ascending ramus of the 
mandible; sometimes it is so heavy that 
it obscures the roots of the molar teeth. 


Genial Tubercles * The genial tubercles 
are noted as white rings with a dark cen- 
ter immediately beneath and between the 
lower central incisors; they are sometimes 
mistaken for condensed bone. 


Mental Ridge * The mental ridge ap- 
pears as a dense white ridge extending 
from the symphysis to the bicuspid region. 
This is sometimes superimposed about the 
apexes of the lower anterior teeth. 


Mylohyoid Ridge * The mylohyoid ridge 
appears as a white line starting at the 


lower border of the symphysis and con- 
tinuing upward in the molar region to- 
ward the ramus. It sometimes obscures 
the molar apexes. 


Border of the Mandible + The border of 
the mandible is seen as a heavy white 
line. When found on a film, this is defi- 
nite proof that the view is that of the 
lower jaw. 


Molars * The molars usually have two 
roots. 


Bicuspids * The bicuspids usually are 
single rooted. 


Anterior Teeth * The anterior teeth usu- 
ally are single rooted. 


RADIOPACITIES OF ODONTOGENIC 
ORIGIN 


Retained Roots, Supernumerary, Un- 
erupted and Impacted Teeth + No par- 
ticular diagnostic problem is presented by 
retained roots, supernumerary, unerupted 
or impacted teeth as their images exhibit 
a normal structural organization which 
is characteristic of dental tissue. Nature, 
on occasions, may deviate from the normal 
pattern of tooth formation. This de- 
parture from the normal may result in 
the formation of an abnormal number 
of roots. Identification of these varia- 
tions is facilitated as the basic structural 
organization of normal teeth is main- 
tained. 

Supernumerary, (Fig. 1) unerupted 
and impacted teeth will demonstrate pulp 
chambers, canals, enamel layers and 
periodontal tissues, whereas retained 
roots may be identified by the presence 
of only pulp canals and periodontal tis- 
sue.? In attempting to differentiate be- 


1. McCall, J. O., and Wald, S. S. Clinical dental 
roentgenology: technic and interpretation, ed. 2. Phile- 
delphia, W. B. Saunders Co., 1947, p. 130. 

2. Durbeck, W. E. Diagnostic oral roentgenology. 
Brooklyn, Dental Items of Interest Pub. Co., 1948, p 
80, 86, 151, 198. 
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| * Roentgenographic image of two super 
numerary teeth, one of which is superimposed on 
the other. Note that supernumerary teeth main- 
tain the basic structural organization of teeth. 
(Courtesy of Arthur Elfenbaum, director, depart- 
ment of oral diagnosis, Northwestern University, 


Chicago) 


tween a residual root and an area of 
enostosis, it must be remembered that the 
root has both a surrounding membrane 
and root canal, whereas an area of enos- 
tosis has neither.® 


Enamel Drops, (Enamel Pearls, Enamel 
Nodes) * Enamel drops usually are dis- 
covered approximating the free gingiva 
or slightly below on adult teeth. They 
consist of a droplet of enamel attached 
to and protruding from the surface of 
the tooth* (Fig. 2). 

Enamel drops vary from microscopic 
size to 1 or 2 mm. in diameter; they may 
be single or multiple. They occur on 15 
per cent of all human permanent teeth.® 
In the roentgenogram they appear as 
small rounded areas whose radiopacity is 
greater than that of the teeth. 
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Fig. 2 * Radiopacity is attributed to a droplet 
ot ename! attached to and protruding trom sur 
face of tooth. (Courtesy of Arthur Elfenbaum) 


This radiopacity usually will approxi- 
mate the cementoenamel junction of the 
tooth; the clinical examination will pre- 
vent any misinterpretation of this forma- 
tion. 


Hypercementosis * Hypercementosis is an 
excessive deposition of cementum either 
along the entire length of the root or 
only in the apical region. It is commonly 
localized on a nonvital tooth or teeth. 
According to Thoma and Goldman,° 
hypercementosis does not occur when a 
tooth is in normal function. Excess ce- 
mentum is formed when a tooth has lost 
its antagonist and is continuing to erupt 
or when there is chronic inflammation 
that involves the root. 

When a tooth has lost its antagonist 
and is continuing to erupt, the growth of 
cementum helps to elevate the tooth from 
its socket, resulting in a radiopacity which 


_ 3. Sweet, A. P. S., Radiodontic opacities. Part three: 
foreign bodies. Dental Radiog. & Photog. 22:7, No. | 
949 

4. Sweet, A. P. S. Radiodontic opacities. Part one 
of teeth and soft tissues. Dental Radiog. & Photog 
21:19, No. 2, 1948. 

5. Kronfeld, R. Histopathology of the teeth ana 
their surrounding structures, ed. 2, Philadelphia, Lea 
& Febiger, 1945, p. 21, 260-26). 

6. Thoma, K. H., and Goldman, H. M. Pathology of 
jenta! cementum. J.A.D.A. 26:1943 Dec. 1939 
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covers the apex as well as the sides of 
the root. Thicker cementum is found 
more often on nonfunctioning teeth than 
on those having an antagonist.® 

Hypercementosis occurring as a reac- 
tion to chronic inflammation is formed 
on the sides of the root. Inflammation 
that usually occurs at the apex stimulates 
the formation of cementoclasts which re- 
sults in apical resorption; therefore, the 
overgrowth of cementum forms along the 
sides of the root.* 

Hypercementosis arising on nonvital 
teeth is the result of stimulation to the 
periodontal membrane by low-grade irri- 
tation originating from within the pulp- 
less tooth. The periodontal membrane 
tries to wall off this irritation by laying 
a calcified barricade over the root end. 
The result is a tooth with cementum 
thicker than that of the adjacent teeth 
with vital pulps.® 

Hypercementosis may be differentiated 
from a mature cementoma by their re- 
spective locations. In hypercementosis, 
the overgrowth continues around the en- 
tire root of a tooth; a mature cementoma 
grows out into the bony tissue around the 


apex.* 


Secondary Dentin * Secondary dentin is 
the physiological method dentin has of 
protecting the enclosed pulp against ex- 
ternal trauma and irritation. This pro- 
tection is accomplished through the 
deposition of secondary dentin at the site 
of irritation in an amount which varies 
with the intensity of the stimulus. This 
deposition forms at the expense of the 
size and shape of the pulp chamber. Sec- 
ondary dentin is less dense than the orig- 
inal dentinal tissue; however, roentgeno- 
graphic demonstration of this fact is diffi- 
cult.? This functional reaction to external 
irritation is not to be interpreted as a 
pathologic condition but rather as a 
physiologic protective reaction.” 


Pulp Stones (Denticles, Pulp Nodules) 
* The radiopaque formations, pulp 
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stones, are calcifications which may be 
noted within the pulp chamber (Fig. 3). 
Their discussion is justified only by the 
frequency with which they occur. They 
may appear as small circumscribed radio- 
paque areas or assume a spindle shape 
and extend throughout the entire long 
axis of the pulp. Their density is usually 
greater than that of the surrounding 
dentin. Pulp stones of a rounded contour 
may cast an image which may be mis- 
taken for that of a filling on the lingual, 
buccal, or labial surface of the tooth.* 

Pulp stones may be classified according 
to their structure and also according to 
their location in relation to the dentinal 
wall. Structurally they are classified as 
true or false denticles or diffuse calci- 
fications. 


1. True denticles consist of dentin 
with traces of dentinal tubuli and odon- 
toblasts and are comparatively rare; 
when noted they are usually close to the 
apical foramen. The etiology of a true 
denticle is said to be remnants of Hert- 
wig’s epithelial root sheath becoming en- 
closed in the pulp chamber by a local 
developmental disturbance. This theory 
is substantiated as epithelial cells (enamel 
epithelium) are essential for the differ- 
entiation of odontoblasts and the result- 
ing dentin formation. 

2. False denticles are composed of con- 
centric layers of calcified tissue formed 
from calcification of thrombi in the blood 
vessels (phlebolite). False denticles may 
increase continually in size by the addi- 
tion of more layers of calcified tissue on 
the surface of the pulp stone. 

3. Diffuse calcifications are irregular 
calcific deposits attributed to the hyalin 
degeneration of the pulp tissue. Advanc- 
ing years favor their development; they 
are usually found in the root canals and 
rarely in the pulp chamber. 


As to location, pulp stones or denticles 
are also classified according to their rela- 
tion to the pulpal wall as free, attached 


or embedded. 
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Fig. 3 * Pulp stone formations within the pulp 
chambers of maxillary molars. Note fourth molar. 
(Courtesy of Arthur Elfenbaum) 


Free denticles are entirely surrounded 
by pulp tissue. Attached and embedded 
denticles are originally formed as free 
calcifications and become attached or 
embedded as the formation of the den- 
tinal wall progresses.’ 

Roentgenographically the presence of 
these formations may be ignored unless 
observed in such size as to threaten the 
vitality of the pulp by strangulation; 
they should be regarded as minor varia- 
tions of normal anatomy and not actual 
signs of pathosis.* 

The odontoma, dentinoma and ce- 
mentoma, although of odontogenic ori- 
gin, are referred to as benign tumors 
and will be discussed under that classi- 
fication. 


BENIGN TUMORS 


Odontoma + Odontomas in their various 
forms are similar to cysts. They occupy 
space in the bone and grow by forma- 
tion of tooth substance within a con- 
tained membrane.* They are caused by 
disturbances in the tooth germ develop- 
ment and may be classified as compound, 
complex, geminated and cystic. 

The compound odontoma (Fig. 4) is 
composed of many separate rudimentary 
teeth, whereas the complex type, al- 
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Fig. 4 * Compound odontoma. Note images of 
many separate imperfectly formed teeth. (Cour- 
tesy of Arthur Elfenbaum) 


though composed of dental tissue, differs 
in that it does not present the structural 
organization of teeth. 

In a geminated odontoma the con- 
tained teeth are joined together; a cystic 
odontoma is encapsulated by a typical 
cystic membrane. 

Differential diagnosis is established by 
recognition of the arrangement of the 
enclosed teeth or toothlike material. The 
compound lesion is recognized by shad- 
ows of many separate teeth, the complex 
by lack of resemblance to dental form, 
the geminated by dental unification, and 
the cystic odontoma is characterized by 
the intimate relationship of the formed 
elements with the cystic membrane. 


7. Orban, B. Oral histology and embryology, ed. 2. 
St. Louis, C. V. Mosby Co., 1949, p. 148-150, 167-173, 


8. Lovestedt, S. A. 
Jiagnosis for the oral surgeon 
195) 


Differential roentgenographic 
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Confusion may arise in differentiation 
between a cystic odontoma and a follicu- 
lar cyst, but attention to the nature of 
the enclosed teeth will prevent misin- 
terpretation. The cystic odontoma con- 
tains multiple teeth that are small and 
imperfectly formed; a follicular cyst 
completely encloses only a single tooth 
which is of normal size and development.” 


Cementoma (Osteitis Fibrosa, Localized 
Osteitis Fibrosa, Fibro-Osteoma, Ce- 
mentoblastoma, Osteofibroma, Periapical 
Fibroma, Periapical Osteofibroma with 
Formation of Cementoma)® + The ce- 
mentoma is noted more frequently in 
women than men, more often in the 
mandible than the maxilla, and is very 
easily misdiagnosed.* The cause of this 
condition is often trauma and habits in- 
volving excessive stress such as fingernail 
and pencil biting.’° 

The cementoma formation develops as 
a three-stage neoplastic growth; namely, 
osteolytic, cementoblastic, and mature in- 
active (Fig. 5). These abnormal forma- 
tions may remain small or attain such 
size as to involve more than one tooth. 
They also have a decided tendency to- 
ward multiple formation.‘ 

The osteolytic stage consists of a cellu- 
lar stroma without calcification which 
produces a radiolucent image. 

The cementoblastic cementoma shows 
cementicles appearing in the tumor. 

A mature inactive cementoma is radio- 
paque except for an occasional dark line 
within its structure indicative of nutrient 
canal images. 

There is no loss of periodontal mem- 
brane or lamina dura during any de- 
velopmental stage of this lesion. 

A mature cementoma may be differ- 
entiated from hypercementosis by the 
fact that the latter develops around the 
sides of the root, whereas the cementoma 
grows out and away from the apex. 

A mature cementoma may be differ- 
entiated from an osteoma in that the 
cementoma is solid except for an occa- 


sional nutrient canal; the osteoma usu- 
ally will contain substantia spongiosa 
which produces a mottled image. 

A mature cementoma may be distin- 
guished from an area of enostosis by the 
radiolucent line which encircles the ce- 
mentoma; the enostosis lacks this dis- 
tinguishing characteristic.‘ 

Clinically the teeth are normal in color, 
not sensitive to percussion and manifest 
no symptoms of pain or discomfort. 
Rarely is the vitality of the tooth affected.® 


Osteoma + The osteoma is a very uncom- 
mon slow-growing benign osteogenic tu- 
mor. It may develop as a peripheral out- 
growth or as a central lesion, either of 
which may attain enormous proportions 
and cause malocclusion with disfigure- 
ment of the face." 

The peripheral osteoma grows from a 
wide base that is attached to the cortex 
of the parent bone. As a lesion develops 
it forms mature spongiosa enclosed by a 
cortical layer of compact lamellated bone. 

The central osteoma develops from the 
spongiosa and causes expansion of the 
cortex as it develops without perforation 
or any evidence of bone destruction.” 


Fibro-Osteoma (Osteofibroma, Ossifying 
Fibroma,'* Localized Osteitis Fibroma, 
Localized Osteodystrophia" ) + The fibro- 
osteoma is an uncommon benign osteo- 
genic tumor usually found in the second 
and third decades of life. In the upper 
jaw the tuberosity is a favorite location, 
but the entire maxilla may be involved 
with extension into the malar bone. The 
maxillary sinus may be obliterated with 
expansion of the canine fossae and zy- 


9. Ennis, L. M. Roentgenographic interpretation—a 
a to an end. New York J. Den. 23:322 Aug.-Sept. 
1953. 

10. McCall, J. O., and Wald, S. S. Clinical dental! 
roentgenology, ed. 3. Philadelphia, W. B. Saunders Co., 
1952, p. 204. 

11. Thoma, K. H. Oral and dental diagnosis with 
uggestions for treatment, ed. 3. Philadelphia, W. B. 
Seunders Co., 1949, p. 85, 444-449. 

12. Weinmann, J. P., and Sicher, H. Bone and bones. 
St. Louis, C. V. Mosby Co., 1947, p. 188, 221, 365-385. 
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goma. In the mandible the expansion 
may occur at the lower border as well as 
the alveolar ridge.™ 

If the ossification of a fibro-osteoma is 
far advanced, roentgenographic differen- 
tiation between a fibro-osteoma and an 
osteoma may be difficult. 

An osteoma is differentiated from a 
fibro-osteoma in that the osteoma pre- 
sents an image of dense normal bone 
structure which is usually outlined by a 
compact cortical plate, whereas the fibro- 
osteoma! discloses an image of immature 
bone which is somewhat less dense and 
not definitely outlined.?* 

A central osteoma is differentiated 
from a fibro-osteoma in that the former 
is very radiopaque and well described; 
the fibro-osteoma is less dense and has a 
diffuse periphery. 

Both the 


osteoma and fibro-osteoma 
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may be differentiated from other radio- 
pacities because of the expansiveness of 
their formations. They are not associated 
with the roots of the teeth. Periodic 
roentgenograms will demonstrate an im- 
age of increasing dimensions which is 
indicative of these lesions.'* 


Exostosis * Exostosis is a localized over- 
growth of osseous tissue that occurs out- 
side the normal confines of the parent 
bone."! Typical entities of these growths 
are the torus palatinus and torus man- 
dibularis. Exostoses are rare in other 
locations; however, they do occur occa- 
sionally on the labial and buccal alveolar 
plate, particularly in the maxillary tuber- 
osity region. These formations are benign 


A. P. S. Radiodontic opacities. Part two 
Radiog. & Photog 


Sweet 


Ng 21:35, No. 3, 1948 


Fig. 5 © Left: First two 
exhibits cementoblast 


stages of cementoma formation. A shows osteolytic stage and B 
stage. Right: Final stage of cementoma formation, that of a mature 


ementoma. Involved teeth are vital and normal in appearance. Bilateral radiopacities at 


margin of illustration are caused by 
Elfenbaum) 


exostoses 


(mandibular tori). (Courtesy of Arthur 
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Fig. 6 * A indicates roentgenographic image of 
enostosis associated with trauma. B shows image 
of enostosis that is developing as a defense 
against irritation and infection. (Courtesy of A. 
Porter S. Sweet, editor, Dental Radiography and 
Photography) 


and may be removed without conse- 
quence. Roentgenographically a torus 
palatinus appears as a radiopaque area 
in the midline of the palate, but usually 
its density is so near that of the surround- 
ing bone that there is little contrast. The 
torus mandibularis usually occurs at the 
anterior region of the mylohyoid ridge as 
a bulbous overgrowth on the inner plate 
of the mandible. In the periapical view 
it is indistinct and not easily recognized ; 
moreover, it may be confused with an 
enostosis. In the occlusal view it may 
stand out as a readily discernible over- 
growth of bone.'® 

Exostoses occurring on the labial or 
buccal alveolar plate are difficult to diag- 
nose roentgenographically. They may be 
confused with an enostosis and other 
sclerosing conditions in which case it will 
be necessary to rely on the clinical exam- 
ination to prevent misinterpretation.’* 


Enostosis (Bone Whorls, Bone Sclerosis,'* 
Condensing Osteitis,* Sclerosing Os- 
teitis,®© Thermal Hyperplasia, Infective 
Hyperplasia,"* Osteosclerosis'*) Enos- 
tosis is a localized overgrowth or thicken- 
ing of the trabeculae. The density of the 
bone is dependent on the ratio of bone 


tissue to the medullary space; thus, di- 
minishing of the medullary space and 
thickening of the trabeculae produces a 
more radiopaque image’® (Fig. 6). 

Enostosis is an osteosclerotic region 
that results from osteoblastic activity 
stimulated by inflammation or trauma.*° 

Inflammatory enostosis is a radiopaque 
lesion usually sharply outlined and dis- 
covered close to the apexes of the teeth 
or in an edentulous region. As it is a 
defense against irritation and infection, 
it may be seen as a dense zone walling 
off a radiolucency or suspected pathologic 
lesion.*! 

Traumatic enostosis is evidenced 
around teeth which have been subjected 
to too much stress. This area of osteo- 
sclerosis as well as its density is dependent 
on the intensity and duration of the 
trauma. This radiopacity, which is 
caused by the thickening of the trabecu- 
lae, is usually found around the roots of 
teeth which are malposed, isolated be- 
cause of the extraction of adjacent teeth, 
and around those serving as abutments 
for either fixed bridges or partial den- 

Enostosis, although not considered as 
normal bone tissue, should not be re- 
garded as actual pathosis. 

Roentgenographic differentiation of an 
enostosis from other abnormal radiopaci- 
ties can be facilitated by remembering the 
following. In an edentulous area, the 
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17. Pollia, J. A. Radiographic classification of 
alveolo-dental lesions. D. Items Interest 56:424 June: 
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enostosis will appear as a sharply out- 
lined dense radiopaque area with only 
a few or no haversian systems.’* It may 
be mistaken for a retained root, but dis- 
tinction can be made as the enostosis will 
not demonstrate the canal and perio- 
dontal tissue characteristic of a retained 
root. 

Traumatic or thermal enostosis involv- 
ing the root of a tooth may be differ- 
entiated from a cementoma in that it is 
usually void of a haversian system, is 
more radiopaque, and may involve the 
parietal as well as the apical portion of 
the root. The cementoma is circum- 
scribed by a radiolucent line which is not 
characteristic of the enostosis. 


FOREIGN BODIES 


Images created by foreign bodies may be 
classified as restorative, nonrestorative, 
diagnostic, therapeutic and indigenous. 


Restorative Objects * Restorative objects 
commonly produce radiopacities in the 
dental roentgenogram. In this group are 
crowns, bridges, retention posts and me- 
tallic fillings. Because of the location and 
shape of these radiopaque images, it is 
rarely that they create a diagnostic 
problem.* 
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Nonrestorative Objects * Broken instru- 
ments, filling material, and metal objects 
such as gun shot, when present, will pro- 
duce radiopaque images not too difficult 
to recognize, as the size, shape and dens- 
ity of the image will aid the identifica- 
tion** (Fig. 7, left). Whatever a foreign 
body may be, it should be studied very 
carefully by means of several additional 
roentgenograms made at different angles 
in order to determine whether it should 
be removed. 


Diagnostic Media * Radiopaque diag- 
nostic media may sometimes be used to 
obtain information concerning differen- 
tial diagnosis of radiolucencies. In some 
of these instances the injection of a radio- 
paque substance may be of great value. 
Lipiodol, Iodochloral, Perabodril and 
Joduron are such substances" (Fig. 7, 
right). The radiopacity of these media 
depends on the presence of halogens, the 
most important of which is iodine. The 
residuals of these substances may remain 
for years; therefore, a complete patient 
history will help the operator to avoid 
misinterpretation of their presence. 


22. Seldin, H. M. Metallic foreign bodies in oral 


1949 


surgery: report of case. J. Oral Surg. 7:335 Oct 


Fig. 7 © Left: Periapical view showing images of bullet fragments which have lodged in the cheek. 
Right: Roentgenographic image of Lipiodol which was injected into maxillary sinus for diagnostic 


purposes. (Courtesy of Arthur Elfenbaum) 
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Therapeutic Objects * The group classi- 
fied as therapeutic objects comprises 
radiopaque media, other than that of a 
restorative nature, which is used in the 
treatment of oral conditions. Root canal 
fillings are included in this group; also 
pins and wires which have been used to 
aid in the reduction of fractures. Diag- 
nosis of these objects in the roentgeno- 
gram is not considered to be a problem. 


Indigenous Foreign Bodies + The group, 
indigenous foreign bodies, comprises im- 
pacted teeth, retained roots, salivary 
calculus, serumal calculus and other 
formations of an indigenous origin. All 
of these formations are not foreign bodies 
in the strict sense of the word, but may 
be considered as such with respect to 
normal physiologic function. 

Differential diagnosis of impacted teeth 
and retained roots has been dealt with 
previously; this determination being 
namely the characteristic structural or- 
ganization of teeth which these bodies 
possess. 

Occasionally, as the result of an un- 
fortunate accident, indigenous foreign 
bodies may be noted in the maxillary 
sinus or other abnormal locations. Iden- 
tification of these images may be ascer- 
tained with the aid of adequate roent- 
genograms and regard for the structural 
organization of the image. 

Sialoliths are salivary stones which 
form within the parotid, submaxillary 
and sublingual glands (Fig. 8). They 
may vary in size and shape as well as in 
number. Sialoliths may remain in the 
salivary glands themselves or pass into 
the Stenson’s duct of the parotid gland, 
Wharton’s duct of the submaxillary 
gland, or ducts of Bartholin and Rivinus 
of the sublingual gland.” 

In a satisfactory roentgenogram, these 
formations will appear as radiopaque 
bodies of varying density and are noted 
entirely within the soft tissues. The lat- 
eral jaw or periapical view should not be 
depended on to disclose sialoliths in 


Fig. 8 * Occlusal view of image cast by sialolith 
which originated from submaxillary gland. (Cour 
tesy of Arthur Elfenbaum) 


either the sublingual or submaxillary 
glands or ducts as the radiopaque images 
of the stones will be superimposed on the 
roots of the lower bicuspids. In this event 
they may be mistaken for mandibular 
tori or enostosis. 

Sialoliths originating from either the 
submaxillary or sublingual glands may be 
adequately diagnosed by using the oc- 
clusal view with the ray directed forward 
from as far posteriorly as possible so 
that the image will be cast on the film. 

Sialoliths originating from the parotid 
gland may be noted by using a periapical 
film placed between the cheek and teeth 
as high up into the tissue as possible with 
the mouth closed. The pebbled surface 
should be toward the x-ray tube, and the 
exposure reduced to one half of that 
normally used in making a roentgeno- 
gram of the bicuspid teeth.‘ 


MALIGNANT TUMORS 


Osteogenic Sarcoma * Osteogenic sar- 
coma is a malignant neoplasm which usu- 
ally occurs in adults under 40 years of 
age. It may cause considerable change 
in the facial contours. As the tumor 
develops, it expands the bone, breaks 
through the cortex and forms a subperi- 
osteal mass. It may be classified as osteo- 
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7 * View of mandible showing image of 


teogenic sarcoma with “sun ray" effect. (Cour- 
tesy of Arthur Elfenbaum) 


lytic, which destroys bone, and osteo- 
blastic (osteosclerotic), which produces 
new bone. 

In the osteolytic type, osteogenesis is 
not entirely absent, as newly formed bone 
may be found scattered throughout the 
tumor. This type is more common in 
adults in whom the regenerative power 
of the bone is weak. The osteolytic type 
of osteogenic sarcoma will not be dis- 
cussed as it is not considered to be a con- 
tributing factor of dental radiopacities. 

In the osteoblastic type, there is a very 
high degree of bone production which 
will usually demonstrate the following 
characteristics in the roentgenogram. 
The image will show a combined central 
and subperiosteal involvement with an ex- 
tensive haversian system. The periphery 
of the formation will appear irregular 
and diffuse. The periosteal formation 
may appear as radiopaque rods, spicules 
or lamellae, which extend into the 
periphery of the tumor. When this is 
seen in the roentgenogram, it is spoken 
of as the “sun-ray” or “fan effect” (Fig. 
9). 

Roentgenographic differentiation be- 
tween malignant and benign tumors is 
made in the following manner. Malig- 
nant growths develop rapidly with a com- 
bined central and subperiosteal involve- 
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ment. There may be the characteristic 
“sun-ray” effect at the periphery, which, 
although characteristic, is not constant. 
Benign tumors do not have a combined 
central and subperiosteal involvement 
nor are their peripheries as irregular and 
diffuse as are those of the malignant 
tumors.?3 


RADIOPACITIES CAUSED 
BY SYSTEMIC DISORDERS 


Endocrine Dysfunction + Endocrine dys- 
function does not alter the size of the 
teeth. Dwarfs do not have dwarfed 
teeth, nor are the teeth of giants neces- 
sarily larger than those seen in persons 
of normal size. Teeth in which calcifica- 
tion has been completed prior to the on- 
set of the disturbance are unaffected. 
Hard tooth structure undergoes no de- 
mineralization or hypercalcification; 
therefore, there is no change in the 
roentgenographic density. 


Hyperpituitarism * Hyperpituitarism is 
the result of an over-production of pitu- 
itrin, the growth hormone from the 
pituitary gland. All parts of the body 
capable of growth at the time of the onset 
are affected;'* however, the size of the 
teeth is normal as their growth pattern 
invariably has already been established. 
In some instances there may be some de- 
gree of enlargement of the roots as the 
result of hypercementosis, as cementum 
normally tends to be deposited through- 
out life (Fig. 10, above). 

Acromegaly results when the onset oc- 
curs subsequent to the formative years. 
The parts of the body still capable of 
growth are affected. There is a great 
increase in the length of the ramus re- 
sulting in a considerable enlargement of 
the entire mandible and a decided prog- 
nathism (Fig. 10, below). There is an 
excessive amount of bone present in the 
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Fig. 10 * Above: Hypercementosis associated 
with hyperpituitarism. Below: Acromegaly. In- 
creased density of rami is due to excessive 
amount of bone present and not to an alteration 
of trabecular pattern. (Courtesy of Arthur Elfen- 
baum) 


mandible, but there is no alteration of 
the trabecular pattern; thus the roent- 
genogram is of diagnostic value only in 
that it serves to rule out tumors, Paget’s 
disease and other conditions that may 
produce abnormal enlargements of the 
jaws. 


Hyperparathyroidism Hyperparathy- 
roidism results in a noticeable loss of 
osseous tissue.’* With the loss of the 
lamina dura, roots of the teeth appear 
to be spindle-shaped which presents an 
abnormal radiopaque image. The ce- 
mentum that covers the root is not as 
radiopaque as dentin, and when the 
lamina dura which represents the tooth 
socket disappears and there is a de- 


creased roentgenographic. density of the 
surrounding bone, the cementum be- 
comes less distinct which gives the teeth 
the spindle-shaped appearance (Fig. 11). 

In successfully treated patients, the 
lamina dura is restored, and the image 
of the root again returns to normal roent- 
genographic contour. Spindle roots ob- 
served in hyperparathyroidism usually 
can be explained on the basis of an op- 
tical illusion. 

In regions in which the trabeculae 
have been destroyed completely or ex- 
tensively, the trabeculae may be replaced 
by sclerotic bone which is denser and 
more radiopaque than normal bone. This 
picture is one which often permits a 
roentgenographic diagnosis of success- 
fully treated hyperparathyroidism.** 

A complete history of the patient will 
facilitate a differential diagnosis of radio- 
pacities that are related to successfully 
treated hyperparathyroidism. 


DEVELOPMENTAL DISTURBANCES 


Inheritance is an important factor in 
many developmental disturbances. These 
disturbances may be present at birth or 
develop during childhood ; sometimes they 
manifest themselves at adolescence. Those 
which have their onset during adolescence 
generally produce dental changes that are 
less severe than those which are con- 
genital. These dental changes or dis- 
turbances may be manifested by faulty 
dental structure, interference with normal 
eruption of teeth, and malocclusion. The 
majority of the developmental disturb- 
ances that have an effect on the dentition 
also involve the skeleton. 


Osteopetrosis (Albers-Schénberg Disease, 
Marble Bone, Congenital Osteosclerosis,*® 
Osteosclerosis Fragilis Generalisata®) - 
Osteopetrosis is characterized by a gen- 
eralized osteosclerosis. The reduction in 
the osteoclastic activity is responsible for 
this manifestation. The bone marrow 
spaces of the jaws may be converted to 
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abnormally dense bone which is evi- 
denced in the roentgenogram by a con- 
siderably increased density (Fig. 12). 
This bone is of poor quality® and has de- 
creased resistance to infection; therefore, 
the jaws are subject to osteomyelitis. If 
the onset of this developmental disturb- 
ance occurs early in life, the dense bone, 
with reduced circulation, may interfere 
with normal development of the teeth, 
particularly the dental roots which may 
be dwarfed and incompletely developed.*® 

According to Stafne,*® the disease oc- 
casionally is manifested by the complete 
obliteration of the pulp chambers, much 
the same as is seen in dentinogenesis im- 
perfecta (hereditary opalescent dentin). 

Differential diagnosis of this condition 
may be aided by the fact that long bones, 
ribs, pelvis, skull and spinal column are 
also commonly involved.** 


SYSTEMIC DISEASE 


Paget’s Disease (Osteitis Deformans) + 
Paget’s disease is a condition of the skele- 
ton which occurs generally after middle 
life. It may be limited to one bone or in 
some instances may involve many. The 
cause is unknown. The initial lesion is 
one of bone destruction by resorption. 
This is followed by deposition of excessive 
amounts of osteoid which causes dis- 
figurement and deformity. The jaws are 
involved in a high percentage of pa- 
tients. The incidence is greater in the 
maxilla than in the mandible; however, 
in rare instances both jaws are involved.?* 

In the early resorptive stage, the lesion 
is seen as a radiolucent area which has 
the appearance of a pseudocyst that often 
appears to involve the roots of the teeth. 
As the disease progresses and deposition 
of bone ensues, varied patterns of ab- 
normally dense bone are noted. Because 
of the difference in degree of osteoblastic 
and osteoclastic activity, there are alter- 
nating areas of osteosclerosis and osteo- 
porosis (Fig. 13). There is an absence of 
lamina dura in the involved areas.* The 
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Fig. || © Hyperparathyroidism. A: Preoperative 
view showing loss of lamina dura and spindle- 
haped roots. B: Postoperative view showing 


restoration of lamina dura and an attempt to 
replace destroyed trabeculae with bone denser 


than normal. (Courtesy of Arthur Elfenbaum) 


formation of this cementum may be pre- 
ceded by resorption of the roots. This 
hypercementosis is peculiar to the disease 
and is of great value in arriving at a 
diagnosis of Paget’s disease*® (Fig. 14). 
DISCUSSION AND SUMMARY 
The literature stresses the importance of 
normal and abnormal radiopacities and 
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Fig. 12 © Osteopetrosis. Roentgenoarams taken 
at double normal exposure time. (Courtesy of 
Arthur Elfenbaum) 


the consideration that should be given 
them in the interpretation of a dental 
roentgenogram. Knowledge of the nor- 
mal radiopacities, both anatomic and 
physiologic, will prevent confusion with 
those which may be pathologic in origin. 
Dense images of a nonpathologic na- 
ture may serve to identify normal ana- 
tomic landmarks and demonstrate the 
normal physiologic reaction of the oral 
tissue to irritations, trauma and inflam- 
mation. They may serve as a measure- 
ment of the response of therapy of 
patients with endocrine disturbances. 
Consideration of radiopacities has con- 
tributed much to better patient care. 
This is exemplified by a better knowl- 


Fiq. 14 © Hypercementosis associated with 
Paget's disease. (Courtesy of Arthur Elfenbaum) 


edge of the manifestation of the ce- 
mentoma. In the literature, instances are 
cited where vital teeth have been re- 
moved needlessly because of misdiag- 
nosed osteolytic cementomas. Also in- 
stances are mentioned in which an 
enostosis was erroneously removed. 

An attempt has been made to correlate 
the radiopacities and describe the roent- 
genographic characteristics of each so 
that their identification will be made 
somewhat easier. Most of these images 
are not caused by pathologic lesions; 
however, it is important to have a broad 
knowledge of these formations so that 
early detection can be made of those 
which are of a pathologic nature such as 


Fig. 13 © Left: Characteristic appearance of Paget's disease in occlusal roentgenogram. Right: 
Advanced stage of Paget's disease showing extensive involvement of cranial bones. (Courtesy of 


Arthur Elfenbaum) 
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osteomas, osteogenic-sarcomas, develop- 
mental and skeletal disorders. Instances 
have been cited in which osteogenic 
pathology had its initial and tentative 
diagnosis made from a dental roentgeno- 
gram. In view of the numerous physio- 
logic and pathologic conditions which 
produce densities in the dental roentgeno- 
gram, it is anticipated all radiopacities 
will be given the consideration which 
they deserve. 

In the organization of this material, it 
has been noted that many diseases and 
formations which produce radiopaque 
images have numerous terms describing 
the same disease or formation; for ex- 
ample, for the cementoma, nine terms 
have been utilized to identify this ab- 
normal formation. An attempt has been 


Clinical problems 
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made in this paper to use nomenclature 
describing each disease or lesion which 
is in accord with the pathology of the 
lesion. To avoid confusion, synonyms 
and various terms that have been used to 
describe each disease follow the pre- 
ferred term. 


CONCLUSION 


Roentgenographic interpretation is an in- 
valuable component of oral diagnosis and 
treatment planning. Differential diag- 
nosis of normal and abnormal radiopaci- 
ties, which may be present in the dental 
roentgenogram, can be facilitated if con- 
sideration is given their etiology and dis- 
tinguishing roentgenographic character- 
istics. 


in the use of alginate hydrocolloid 


Kenneth R. Pfeiffer, D.D.S., Durham, N. C. 


Since the autumn of 1946 the author and 
many others have been using the alginate 
hydrocolloids as an impression material 
for removable partial dentures, crowns, 
inlays and bridges. The crowns included 
the three-quarter type, full gold and 
gold-acrylic combinations. In other 
words, alginate hydrocolloid material 
has been used for all such preparations 
in which a chamfered gingival margin 
was preferred to a distinct shoulder type 
of preparation. Inlays, onlays and many 
other modifications have been included. 
The limitations of such technic will be 
discussed later. Generally, these restora- 
tions and appliances have been fabricated 
with a remarkably high degree of success. 


SPECIAL EQUIPMENT 


In general, there is no special equipment 
required in the alginate technic except a 
metal syringe with a curved 18 gauge 
needle, instruments to retract gingival 
tissue when needed, a clean plaster bowl, 
a broad spatula and an interval timer. 
The nonperforated rim-lock trays are pre- 
ferred in handling the alginate material 
for partial dentures and bridges. This 
kind of tray aids in carrying the impres- 
sion material into intimate contact with 
the preparations and involved structures. 
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pital. 


dental service, Veterans Administration Hos- 


286 © THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


Perforated trays usually are indicated 
only in instances involving soft, movable 
tissues in vital areas. 

When standard rim-lock trays are used, 
wax or compound additions should be 
made across the posterior or anterior and 
palatal areas depending on the individual 
problem. Also, occlusal or palatal stops 
are often advantageous in attaining a 
uniform thickness throughout the im- 
pression. These various additions to a 
tray help guide the material into place 
and retain it securely in the tray. A 
properly prepared tray should provide at 
least a quarter inch uniform thickness of 
material throughout the finished impres- 
sion. This is an important prerequisite of 
a good alginate impression, since thin 
films of alginate are comparatively weak 
and apt to be distorted. A uniform thick- 
ness also helps minimize and equalize any 
induced strain. 


MANIPULATIVE FACTORS 


In preparing a mix of alginate the follow- 
ing factors should be observed: ! 


1. Plaster bowl] and spatula must be 
clean and free from any small particles 
of set plaster or other products. Foreign 
matter acts as an accelerator, decreasing 
the normal setting time of the alginate. 


2. When the syringe is used for eject- 
ing the material into and around prepara- 
tions or lug seats, ice water is preferred 
for the mix. This provides a maximum 
working time prior to the initiation of 
gelation. Also, an additional 6 cc. of 
water is used to produce a consistency 
which is ejected readily from the syringe. 


3. In the mouth all vital areas should 
be clean and dry in order to afford more 
intimate contact between impression ma- 
terial and vital areas. The involved struc- 
tures should not be dehydrated for this 
may cause the alginate to adhere too 
tenaciously to the structures and thus 
result in a faulty impression. The ideal 


condition exists when the structures are 
merely clean and dry. 

On completion of the mix the operator 
fills the syringe with a small quantity of 
alginate and ejects it into and around the 
preparations while the assistant fills the 
tray. The dentist then carries the filled 
tray into correct position with a vibrating 
motion until the tray is properly seated. 
At this point it is very important that no 
further movements of the tray or patient 
occur until after the completed gelation 
period. Movement during this period may 
cause undue strain and distortion in the 
impression. This distortion is often diffi- 
cult to detect. During this period, the 
assistant cleans the excess material from 
the syringe before it has set, to have the 
syringe clean and ready for use at all 
times. 

On completion of the gelation period, 
which is from five to seven minutes, de- 
pending on the temperature of the water 
and material being used, the operator re- 
moves the impression with a rapid move- 
ment parallel to the prepared teeth. This 
rapid removal is very important as it is 
another step toward minimizing set due 
to induced strain. If the impression passes 
a careful examination, it is ready for im- 
mediate pouring, after the removal of 
any excess saliva. Evacuating the air from 
the stone mix by vacuum prior to pouring 
the model is highly recommended, since 
this procedure helps produce a model of 
superior density and strength as com- 
pared to the hand spatulated mix. This 
procedure, however, is not absolutely 
essential. 


ADVANTAGES AND DISADVANTAGES 


At the National Bureau of Standards, 
tests were applied to five different brands 
of agar-agar hydrocolloid and five dif- 
ferent brands of alginate. The tests, de- 
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signed by Cresson,* consisted of inducing 
a 12 per cent strain into identical speci- 
mens of the various materials and then 
calculating the percentage of set (perma- 
nent deformation). After the strain tests, 
the specimens were subjected to compres- 
sive strength tests. 

The results of these tests indicated that 
the alginate hydrocolloids possess a slightly 
higher percentage of set and about twice 
as much compressive strength as the agar- 
hydrocolloids. When these results 
are applied to clinicai practice, it would 
he expected that there would be less pos- 
sibility of tearing on removal of an algi- 
nate impression from the mouth and that 
no distortion would be encountered dur- 
ing the process of pouring the stone 
model. The more intricate, thin and deli- 
cate were the impression areas required, 
the more the strength of the alginate 
could be relied on for excellent clinical 
results. It might seem that the agar-agar 
hydrocolloids, since they show the least 
percentage of set from an equal amount 
of induced strain, lead to more accurate 
and superior results. This deduction is 
not necessarily true in view of the fact 
that there is no scientific data indicating 
the amount of induced strain involved in 
each crown, inlay or bridge impression. 
Since undercuts should not be present in 
such preparations, however, the induced 
strain is minimized and the alginate mate- 
rials could be considered superior because 
of their greater strength, with all other 
factors being equal. Proper consideration 
also should be given to the many variables 
involved from the impression to the 
finished restoration. 

Some operators have complained of a 
rough or chalky surface on models pro- 
duced from alginate impressions. This 
condition can be prevented by the re- 
moving of excess thick saliva from the 
impression, the immediate pouring of the 
model and the immersing of the poured 
impression and model in water at the 
completion of the initial set of the stone, 
and separating the model and impression 
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about one hour after the pouring period 

Both the alginate and agar-agar hydro- 
colloids have their place in dentistry. The 
test of any prosthetic appliance is in the 
result. Both the agar-agar and alginate 
hydrocolloid materials are excellent when 
used properly. 
Contraindications * he alginate hydro- 
colloid impression materials are contra- 
indicated when all the margins of the 
preparations cannot be exposed visually 
and kept clean and dry during the im- 
pression procedure. Such conditions, how- 
ever, often can be overcome by performing 
a gingivectomy, placing a zinc oxide- 
eugenol pack, celluloid crown form ot 
aluminum thimble until healing 
taken place and then obtaining the im- 
pression at a subsequent sitting 


has 


Deterioration * Research done at the 
National Bureau of Standards,’ provided 
the following facts concerning the de- 
terioration of alginate hydrocolloid mate- 
rial during storage: Alginate impression 
materials when stored for one month at 
high temperatures such as 65°C. showed 
severe deterioration. Alginate materials 
stored at 50°C. for one month showed 
considerable deterioration, whereas those 
stored at 37°C. showed no deterioration 
when compared with those stored at 
21°C. The severe deterioration of mate- 
rial stored at 65°C. was evidenced by 
its failure to set or gel. The deterioration 
of materials stored at 50°C 
denced by a retarded setting time, re- 
duction in compressive strength and in- 
crease in percentage of set 

Other specimens were stored for 30 
months in an unheated storage room 
temperature range about 5° to 50°C 
Properties of these specimens changed 
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little and were considered satisfactory for 


general use after storage under these con- 
ditions. One other alginate impression 
compound did not set after storage unde: 
the same conditions. This same material 
did not change appreciably on storage at 
21°C. for the same length of time. 
Chemically, the deterioration of algin- 
ate impression materials at high tempera- 
tures is caused by depolymerization of the 
alginate constituent; consequently, they 
should not be stored for prolonged 
periods at temperatures above 37°C 
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SUMMARY 


The alginate impression materials when 
used in partial denture and crown and 
bridge procedures require no special 
equipment as do the agar-agar impression 
materials. The alginate hydrocolloids af- 
ford sufficient accuracy and strength to 
provide excellent clinical results when 
properly used. They are also easy to 
manipulate. The alginate materials, how- 
ever, will deteriorate when stored for lone 
periods above 37°C 


Dental treatment planning 


Charles M. Belting, D.D.S., M.S., Chicago 


Dental practice, as a health service, con- 
sists of four significant phases oral diag- 
nosis, treatment planning, treatment, 
and practice administration. Until the 
last decade,' dental schools have placed 
greater emphasis on treatment than on 
the other phases of dental practice. 
More recently, oral diagnosis and treat- 
ment planning have assumed greater im- 
portance as separate phases of dental 
education so the graduating dentist of the 
future should be better prepared and not 
have to rely so much on practical expe- 
rience to improve his judgment. 

Many textbooks are available on the 
subjects of oral diagnosis, treatment, and 
practice administration, but a review of 
the literature reveals very little material 
pertaining specifically to treatment plan- 
ning. The dentist is handicapped further 
in gaining an early knowledge of treat- 
ment planning by the fact that he usually 
operates alone and seldom has the oppor- 


tunity of working under the scrutiny of 
his peers. The purpose of the following 
discussion, therefore, is to set forth the 
basic philosophy of treatment planning 
and to assemble the scattered fragments 
of information regarding treatment plan 
ning in clinical practice. 

For any given situation involving oral 
disease, there can be but one diagnosis 
for which many plans of treatment can 
be prescribed. A diagnosis without a plan 
of treatment is nothing more than an 
academic exercise. The philosophy of 
treatment planning is based on the alle- 
viation or elimination of all diseases ol 
the oral cavity and the restoration o1 
maintenance of the masticatory mecha- 
nism in a state of healthy function as re- 
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lated to the total patient. In order to 
achieve this goal, the plan of treatment 
should be directed toward the treatment 
toward the 
teeth. The test 
of success or failure of the plan of treat- 


of dentitions rather than 


treatment of individual 
ment is the number of years of healthy 
the 
entire dentition as a functioning unit. 
lhree basic principles are helpful in 


service that can be expected of 


selecting the best plan of treatment: (1) 
the preferable to an 
artificial restoration; (2) a fixed restora- 


natural tooth is 
tion is preferable to a removable restora- 


tion, and (3) a partial restoration is 


preferable to a complete denture. 
SEQUENCE OF TREATMENT 
Any plan of treatment must include not 
only what must be done and how it is to 
be done, but also, the sequence. No treat- 
ment procedures should be undertaken 
until thei 
understood 


sequence is analyzed and 
A little time spent 
studying the effect of one treatment pro- 


cedure on the next will forestall wasted 


clearly 


motion and prevent mistakes. The follow- 
ing steps in the sequence of treatment 
are suggested in the order listed: 

1. Treatment of all acute oral condi- 
tions. 

2. Consideration initiation of 
treatment, if possible, of any underlying 
systemic condition which may be affect- 
ing the patient’s health, and how the 
presence of such conditions may affect 
the treatment plan. 

5. Sealing and polishing of the teeth. 

1. Removal of teeth indicated for ex- 
traction. 


and 


). Treatment of any periodontal dis- 
ease present in the mouth 

6. Restoration of teeth 
root canal therapy where indicated 

7. Construction of indicated 
partial denture prosthesis. 

8. Construction of 


carious and 


fixed 


indicated 
able partial denture prosthesis. 


9. Adjustment of occlusion. 
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ACUTE ORAL CONDITIONS 


There many acute oral conditions 
and chief complaints that necessitate im- 
attention: therefore, treatment 


of some of these conditions may be neces- 


are 
mediate 


sary before arriving at an over-all plan 
of treatment for the patient. Conditions 
of this type may be classified into the 
following five categories: (1) acute dis- 
eases of the oral mucous membrane, (2 
acute dental abscesses, (3) acute pulpitis 
+t) jaw fracture and (5) oral malig- 
nancy. 

The acute diseases of the oral mucous 
membrane most commonly seen are nec- 
rotizing ulcerative gingivitis, herpetic le- 
sions and monilial infections. The basic 
consideration in planning the treatment 
for necrotizing ulcerative gingivitis is the 
establishment of oral hygiene by scaling 
procedures coupled with control of the in- 
fective process by antiseptic or germicidal 
mouth rinses. Herpetic lesions run a course 
of ten days to two weeks and usually will 
heal regardless of whether treatment is in- 
stituted. If recurrence of these lesions is 
persistent, however, virucidal drugs* may 
be given and, in extreme cases, smallpox 
vaccination has been reported* as being 
somewhat successful in controlling the 
condition. Monilial infections can be con- 
trolled by fungicidal drugs such as sodium 
caprylate. Management of the acute con- 
ditions will take precedence over other 
needed dental treatment until the condi- 
tions are brought under control and the 
acute symptoms have subsided. 

The acute dental whether 
periapical, periodontal or pericoronal, 
require immediate relief of pain, the 
basic consideration of which is the estab- 
lishment of 
severe cases by antibiotic therapy 


abscesses, 


drainage, supported in 


Burket, L. W. Oral medicine: diag s and treat 
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152 
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Jaw fracture requires immediate treat- 
ment, the planning of which is based on 

1) control of hemorrhage, (2) cleans- 
ing, débridement and_ stabilization of 
lacerated soft tissues, (3) reduction and 
fixation of the fracture, and (4) re-estab- 
lishment of proper maxillomandibular 
relation. 

Once a diagnosis of oral malignancy 
has been established, treatment of this 
condition is of paramount importance. 
Other dental treatment procedures may 
have to be carried out, however, before 
treatment of the malignant condition is 
begun. Without exception, these initial 
treatment procedures can be determined 
best by consultation with the person who 
will treat the malignant condition 

If surgical removal is to be utilized, 
preparatory scaling of the teeth invari- 
ably is indicated. Preoperative impres- 
sions, models, roentgenograms and photo- 
graphs may be _ necessary for the 
construction of postoperative specialized 
prosthetic appliances. Removal of in- 
fected teeth outside the region of 
anticipated resection ordinarily will be 
indicated. 

In the event irradiation is the treat- 
ment of choice, consultation with the 
radiologist is necessary to determine the 
exact outline of the region to be irradi- 
ated and the teeth which will fall within 
the path of irradiation. All teeth within 
an area receiving 4,000 roentgen units 
or more of irradiation should be removed 
prior to the beginning of irradiation 
treatment to prevent bone infection 
from osteoradionecrosis. Lead shields can 
be constructed to prevent irradiation 
damage to teeth outside the area of 
treatment. 

Some patients with osteoradionecrosis 
whose teeth have not been removed prior 
to the beginning of irradiation treatment, 
may come to the attention of the dentist 
In these instances, extraction of teeth by 
the usual methods results in severe osteo- 
myelitis because of the reduced blood 
supply. Therefore, Niebel* has stated that 


the rubber band extrusion technic should 
be used for the removal of teeth in such 
regions to guard against postoperative 
infection 


CONSIDERATION OF SYSTEMIC 
CONDITIONS 


In this day of specialization, practitioners 
of the healing arts easily can overlook the 
total patient because of over-concern with 
the findings in the limited area of thei 
particular knowledge. Dentists are as 
subject to this tendency as the internist 
or the surgeon. Therefore, emphasis must 
be placed on the importance of consider- 
ing dental treatment in relation to the 
entire health of the individual. Many 
underlying systemic conditions affect the 
dental treatment plan and, as such, 
should be considered before, not after, 
treatment has begun. 


Syphilis * Dental treatment for the pa- 
tient with syphilis should not be under- 
taken until it has been established that 
medical therapy has been effective and 
that the period of contagion has passed 
The secondary lesions of syphilis are 
most dangerous in this respect because 
they are small and not so obvious on ex- 
amination. A good rule to follow is to 
suspect any oral lesion suggestive of 
syphilis until it is proved harmless. If 
emergency treatment becomes necessary 
for the syphilitic patient, rubber gloves 
should be worn and the dentist should 
wash his face with soap and water after 
the operation. 


Valvular Heart Disease * The more com- 
mon conditions resulting in valvular 
heart disease are congenital heart lesions, 
rheumatic fever, and bacterial endocar- 
ditis so that patients with a history of one 
of these diseases require special treatment 
planning. The susceptibility of damaged 
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heart valves to Streptococcus viridans, a 
common resident of the oral cavity and 
pulpless teeth, has been established. Also, 
it has been established that transient bac- 
teremia commonly follows extraction of 
infected teeth. Therefore, the treatment 
plan for patients with valvular damage 
needing removal of infected teeth should 
include preoperative and postoperative 
prophylactic antibiotic therapy. 


Congestive Heart Failure * Patients with 
congestive heart failure, a condition in 
which the blood backs up in the venous 
system, and manifested orally by dis- 
tended veins in the underside of the 
tongue, are poor risks for any type of 
inhalant anesthesia. 


Coronary Thrombosis and Arteriosclerosis 
* Coronary thrombosis and arteriosclero- 
contraindicate use of inhalant 
anesthetics. When necessary, surgical in- 
tervention for these patients should be 
accomplished with the use of local 
anesthetics containing no vasoconstrictor 
drugs and even then, should be under- 
taken only with the 
patient’s physician. 


sis also 


after consultation 


Respiratory Diseases * Respiratory dis- 
eases such as the common cold, bronchitis. 
pneumonitis tonsillitis ordinarily 
contraindicate dental operations until 
these conditions are brought under proper 
control. Pulmonary tuberculosis presents 
other problems. Not only should extreme 
caution be practiced to guard against the 
spreading of the infection to the operator, 
his assistants, and technicians but, indeed, 
to spreading of the infection within the 
patient himself through the open pulp 
of a tooth by tubercle bacilli contained in 
the saliva. Abbott, Briney and Denaro® re- 
cently reported the isolation of positive 
cultures from 
the anterior portion of the mouth in 99.5 


from washings obtained 
per cent of tuberculous patients receiving 
dental treatment at the Veterans Hospital 


in Batavia, N. Y. The dentist should be 
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well aware of this fact and institute ap- 
propriate aseptic procedures. 


Diabetes Mellitus * Patients with diabe- 
tes mellitus, because of their lowered re- 
sistance to infection and delayed healing 
time, require special consideration when 
dental treatment is anticipated. No surgi- 
cal intervention should be attempted until 
the diabetes is brought under control and 
the blood sugar has returned to normal 
There are patients in whom the diabetes 
cannot be controlled until regions of infec- 
tion are removed. One of the common 
sites of infection in such instances is the 
periodontal region. Removal of the perio- 
dontal infection may result in diabetic 
control unattainable by medical therapy 
alone. In such instances, of course, there 
must be close cooperation between the 
dentist and the physician treating the pa- 
tient. 

Although an association between dia- 
betes and periodontal disease repeatedly 
has been described in the literature, the 
exact etiologic relation between the two 
conditions has not been clarified. There 
is some evidence to show that the rate of 
alveolar bone resorption is increased by 

* although the relation of gin- 
inflammation to diabetes is less 
The apparent increased inflam- 
matory reaction of the gingiva in such 
instances may be due to the lowered re- 
sistance to infection within the gingival 
crevice. For this reason, particular atten- 
tion should be given to the elimination of 
all contributory irritants in this area. 


cliabetes,* 
gival 
clear. 


Blood Dyscrasias and Hemorrhagic Dis- 
eases * Special precautions and planning 
procedures are indicated in the dental 
care of patients with blood dyscrasias and 


hemorrhagic diseases. Those conditions 
Abbott, J. N.; Briney, A. T., and Denar 4 
Recovery of tubercle bacilli from mouth washings of 
dental patients. J.A.D.A. 50:49 Jan. 19 
‘ kman, |. The periodonta! structures Po 
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which predispose to hemorrhage and, 
therefore, contraindicate surgical inter- 
vention include (1) avitaminosis C and 
K, (2) hepatic cirrhosis due to prothrom- 
bin deficiency, (3) chronic alcoholism 
with associated malnutrition and frequent 
cirrhosis, (4) chronic nephritis, (5) hy- 
pertension, (6) thrombophlebitis after 
recent use of anticoagulant therapy, (7) 
thrombocytopenic purpura, (8) hemo- 
philia, (9) the leukemias, and (10) any 
other condition in which there is a history 
of excessive bleeding. 

The patient with chronic leukemia may 
have a bleeding tendency even though 
the bleeding-clotting time may not be 
prolonged. Therefore, no elective extrac- 
tions should be attempted for the patient 
with chronic leukemia, but when there 
appears to be no alternative to the re- 
moval of a tooth, only the rubber band 
extrusion technic should be employed. 

There are numerous references in the 
literature to serious medico-legal com- 
plications in which the acute phase of 
leukemia appeared to have been initiated 
by the extraction of a tooth. It is likely 
that many of these patients already were 
in the early acute phase of the disease at 
the time of extraction without a previous 
diagnosis of leukemia having been made. 
The association of the extraction and the 
acute phase of leukemia may have been 
coincidental, or the pre-existing undiag- 
nosed acute phase of leukemia resulted 
in an exacerbation of a dental condition 
requiring the removal of a tooth. In the 
acute phase of leukemia, of course, all 
surgical intervention should be avoided, 
even the scaling of the teeth. If gingival 
bleeding becomes persistent, palliative 
treatment, including the use of flavored 
mouth rinses and deodorants, may be 
employed 

In instances of agranulocytosis, the oral 
symptoms of which are manifested com- 
monly by necrotic ulcers on the gingival 
margin and not by gingival bleeding, 
there is a considerable lowering of re- 
sistance to infection because of the re- 


duction of the number of leukocytes. 
Until a remission occurs, only sympto- 
matic or palliative treatment is indicated 
and all surgical procedures should be 
avoided. 


Grand Mal Epilepsy * When dental 
treatment is planned for patients with 
grand mal epilepsy, removable appliances 
should be avoided if possible because of 
the likelihood of their fracture and as- 
piration during seizure. Also, the value 
of the use of local anesthesia for these 
patients should be weighed against the 
possibility of initiating onset of a seizure 
The patient should never be left sitting 
in the dental chair without the attendance 
of either the operator or the dental as- 
sistant to guard against injury from den- 
tal apparatus in case of seizure. 

If diphenylhydantoin sodium therapy 
is being given, the epileptic person is 
susceptible to gingival hyperplasia. In 
such instances, hyperplasia of the gin- 
gival tissues commonly is complicated by 
a superimposed local inflammatory re- 
action that necessitates careful scaling 
and removal of all local irritants in the 
deepened gingival crevices. When over- 
growth of the gingival tissues interferes 
with mastication or reaches the plane of 
occlusion, gingival resection is indicated. 
There are newer drugs’ available which 
may be substituted for diphenylhydantoin 
sodium so that this complication of 
therapy should be discussed with the 
physician to determine if one of the sub- 
stitutes could provide a solution to the 
problem. 


Nervous Patients * Nervous patients 
should receive the sympathetic under- 
standing of the dentist, for fear of pain 
is one of the most important obstacles in 
patient management and should be con- 
trolled. The dentist who can operate pain 
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lessly will almost always be successful in 
the eyes of his patient. The nervous pa- 
tient, therefore, should be given assur- 
ance that local anesthesia will be used 
and, in some instances, preoperative 
sedatives may be indicated. 


Neuroses and Psychoses * The dental 
management and control of patients with 
nNeuroses and psychoses require close 
operation with the psychotherapist to- 
gether with some understanding of the 
various methods of approach for specific 
situations involving behavior problems. 
The proper psychological approach is 
important in order to provide corrective 
rather than disruptive emotional experi- 
ences for the patient Also, the dental 
treatment plan, while initially considered 
on an ideal basis, may require modifica- 
tion in accordance with the patient's 


capacity and cooperation.® 


Senescence * Planning dental treatment 
for the aged revolves around two major 
considerations; (1) an analysis of the 
efficiency of the patient's present mastica- 
tory function and (2) an evaluation of 
the patient's dietary need. There are 
many dental operations that would be 
performed in younger individuals that 
are contraindicated in the senile patient. 
These people require more rest and less 
food than a younger person. The state- 
ment has been made that loss of teeth 
is nature’s safeguard for the aged against 
the extreme danger of overeating.® Thus, 
replacements are not imperative for all 
edentulous spaces in the aged patient 
provided a sufficient number of healthy, 
restorable teeth remain in functional oc- 
clusion. For this reason, consideration 
should be given to the retention of reason- 
ably healthy, restorable teeth that in a 
younger person might be removed for 
convenience in the construction of partial 
dentures. 

Sharp edges of abraded teeth should 
be smoothed to prevent ulcerations of the 
tongue and buccal mucosa. Teeth that 
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must be removed in the aged usually 
exhibit hypercementosis and are brittle 
because of pulpal atrophy, which makes 
extraction more difficult. In addition, ex- 
traction wounds heal more slowly in the 
aged than in the younger person. 

The making of new dentures or re- 
fitting of the old dentures seldom is indi- 
cated for the aged patient who is wearing 
complete dentures with moderate loss of 
retention to which he has become ac- 
customed, provided the supporting tissues 
are healthy. There are two reasons for 
this; first, the aged patient adjusts less 
easily than a younger person to altera- 
tions in his dentures even though the 
alteration may be one of improvement, 
and second, the aged patient requires 
somewhat less perfection in the function- 
ing of his old dentures than a younge: 
person whose dietary requirement is apt 
to be greater and more varied. If, how- 
ever, the old dentures are entirely unsuit- 
able and new dentures are indicated, 
particular care should be taken not to 
increase the vertical dimension in the 
new dentures beyond the degree indicated 
for the age of the patient. 

For the aged patient who has been 
edentulous for years and has never worn 
dentures, no replacement may be indi- 
cated. In these instances, an evaluation 
of the patient's dietary need becomes 
particularly important. Many aged pa- 
tient’s will not adjust to the wearing of 
dentures after they have learned how to 
get along without them, so that construc- 
tion of dentures may not be indicated at a 
time in their lives of reduced dietary re- 
quirement. There are available many 
prepared foods of high nutritional con- 
tent that do not require extensive masti- 
cation which can be recommended to 
these patients. 
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SCALING AND POLISHING OF TEETH 


Almost without exception, every patient 
examined needs scaling and polishing of 
teeth. Surely every patient receiving other 
dental treatment should this 
service because (1) it facilitates further 
diagnosis and restorative work, (2) it 
reduces debris and bacterial flora in the 
mouth and thus makes postextraction in- 
fection less likely, and (3 
flammation of the gingival tissues. In this 
connection, impressions for partial den- 
tures should not be made until all gin- 
gival inflammation is eliminated. 

Utilization of the dental hygienist to 
provide this treatment will permit the 
dentist to expend his professional talents 
on other necessary treatment. 


receive 


it reduces in- 


REMOVAL OF TEETH 
INDICATED FOR EXTRACTION 


When a decision has been made that a 
tooth should be extracted, the local plan- 
ning procedures necessary to remove the 
tooth involve surgical technics which are 
not within the: scope of this discussion. It 
is sufficient to say that teeth with hyper- 
cementosis, divergent roots, slender root 
apexes especially on bifurcated bicuspids, 
and impacted teeth require special sur- 
gical consideration and skill in their re- 
moval, Also, unopposed maxillary molar 
teeth requiring extraction should be re- 
moved with special care because of 
atrophy and reduced width of the perio- 
dontal membrane together with osteo- 
porosis of the supporting maxillary bone. 
Removal of such teeth easily can fracture 
the weakened alveolar bone and leave a 
postextraction opening into the sinus. 
The question of retention or removal 
of nonpathologic imbedded teeth or resid- 
ual roots arises repeatedly when treat- 
ment involving construction of prosthetic 
restorations is being planned. Such im- 
bedded teeth or residual roots, if they 
are clearly covered by alveolar bone and 
there is no evidence of pathologic condi- 


tion visible in the roentgenogram, may 
never be the cause of further concern if 
they are allowed to remain in place and a 
prosthesis is constructed over the area 
However, a notation of the operator's 
observance of this condition should be 
made and the patient advised of its 
presence. Removal of many such imbed- 
ded teeth or residual roots may require 
the destruction of so much alveolar proc- 
ess that the remaining ridge may no 
longer provide a suitable base for a pros- 
thesis. If in subsequent years, these teeth 
or residual roots migrate to the surface 
of the alveolar mucosa, they can be re- 
moved easily without extensive damage 
to the ridge. Nonpathologic imbedded 
teeth or residual roots which are covered 
only by soft tissue, however, should be 
removed when a prosthesis is to be con- 
structed in the area. 

When imbedded teeth or residual roots 
become pathologically involved, they 
should be removed in all instances 
whether or not they are covered by alveo- 
lar bone and whether or not a prosthesis 
is to be constructed for the area. 


PERIODONTAL THERAPY 


After scaling and polishing of the teeth 
and removal of teeth indicated for ex- 
traction, some periodontal therapy by the 
dentist usually will be indicated for the 
adult patient. All remnants of subgin- 
gival calculus in the gingival crevices 
must be removed, for it is within this 
hidden region that the insidious progress 
of periodontal destruction continues 
Neglect of this duty with the resultant 
continuance of periodontal destruction 
is the cause of more ultimate tooth loss 
after the patient has reached the age of 
30 years than all other causes combined.'° 

When periodontal pockets are present, 
the method of their elimination should 
be decided on and carried out at this time 
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before passing on to the next step in the 
sequence of treatment. 

Recent studies have shown the high 
incidence of periodontal disease in the 
adult. In one" conducted by the Veterans 
Administration Regional Office, Chicago, 
that covered over 5,000 examinations, it 
was found that 50 per cent of all men 
will have periodontal disease or be eden- 
tulous as a result of it by the age of 45 
years. 

These facts stress the need for placing 
greater emphasis on prevention. Mar- 
shall-Day™ states that too much attention 
been devoted to rehabilitation of 
mouths wrecked by periodontal disease 


has 


and not enough to prevention of gingival 
inflammation, destruction and 
tooth loss. 


alveolar 


The philosophy of removing teeth for 
patients with periodontal disease for the 
purpose of preserving additional alveolar 
support for anticipated complete den- 
tures overlooks periodontics as a thera- 
peutic service, and encourages the indis- 
criminate removal of teeth in favor of an 
artificial substitute earlier than might 
otherwise be necessary. If the best pro- 
fessional judgment, based on experience, 
dictates the removal of teeth when perio- 
dontal disease is present, the teeth should 
be removed because the condition is no 
longer treatable, not to preserve alveolar 
support for dentures. Also it should be 
recognized, when full mouth extractions 
are being considered as part of the treat- 
ment plan, that unless artificial dentures 
can be made that are as good, or better, 
than the patient’s remaining natural den- 
tition, the patient usually will be a dis- 
satisfied denture patient and will blame 
the dentist for his oral disability. 

Too many dentists believe the time to 
refer a patient to a periodontist is after 
half the bony support of the teeth has 
been resorbed. Actually at this time, only 
heroic measures can be employed to re- 
tain the teeth. In general, it may be stated 
that the prognosis is poor for teeth that 
have lost more than half their alveolar 
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support, although this generalization 
should not be construed to mean that 
treatment for the condition, therefore, is 
hopeless or contraindicated. The teeth of 
many of these patients, under the care of 
a periodontist, can be retained for years 
of healthy service. In planning the treat- 
ment for such patients and in coming to 
a decision as to whether to retain or re- 
move the remaining teeth, the basic fac- 
tors to be considered are the cause of the 
condition, the health of the patient, the 
mobility of the teeth, the patient’s mental 
attitude, and the skill of the operator 
Similar consideration should be given to 
instances in which there are bifurcation 
and trifurcation involvements. By skill- 
ful treatment and pocket elimination. 
many of these teeth can be returned to a 
state of healthy function and need not be 
extracted. 


ODONTOTHERAPY 


Operative Dentistry * The treatment 
plan should provide not only for the 
restoration of teeth with carious lesions 
but also for the prevention of further 
damage. If multiple carious lesions are 
present, it would be better treatment 
planning to start by removing caries from 
all lesions and placing temporary fillings 
than to place one permanent restoration, 
leaving the remaining carious lesions to 
progress until the patient again can be 
seen by the dentist. 

It is obvious that the order of restora- 
tion should proceed from the deeper to 
the shallower lesions. The deeper lesions 
involve consideration of the reactions of 
the pulp to the various filling materials 
The deeper the lesion, the more severe 
is the reaction of the pulp to the filling 
material. Silberkweit'® recently has con- 
firmed previous experimental evidence 
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showing that the free acid in dental ce- 
ments, such as oxyphosphate of zinc and 
silicate, has a severe reaction on the pulp. 
Likewise, the free monomer in the acrylic 
resin filling materials produces a severe 
reaction in the pulp so that when these 
materials are used, they should be sepa- 
rated from the dentin by some relatively 
nonirritating material such as zinc oxide 
and eugenol. Of all the materials tested, 
zinc oxide and eugenol was found to 
cause the least severe reaction in the pulp 

The choice of filling material to be 
used will depend on (1) the size of the 
cavity, (2) the degree of susceptibility to 
caries, (3) the resistance of the tooth to 
attrition, and (4) the location in the 
mouth of the tooth. It is impractical to 
prescribe gold in preference to amalgam 
as a filling material, or partial coverage 
abutments in preference to full coverage 
abutments in mouths that are highly sus- 
ceptible to caries. 


Endodontics * Endodontic treatment 
should continue to have a well established 
place in treatment planning because of 
the advances in knowledge and technic 
in the last 15 years. This type of therapy, 
when indicated, should be encouraged 
over the needless extraction of teeth. The 
natural tooth still is preferable to an 
artificial restoration, and the construction 
of fixed bridgework still involves much 
greater cost and expenditure of energy 
than root canal therapy on one tooth. 

The factors to be considered in select- 
ing a tooth for endodontic treatment are 
(1) the resistance of the patient, (2) the 
periodontal support of the tooth, (3) the 
strategic value of the tooth, (4) the ac- 
cessibility of the root canals to instru- 
mentation, (5) the appreciation of the 
patient and (6) the experience and ability 
of the operator.'* If successful endodontic 
treatment can be performed on teeth with 
one root canal, the same principle applies 
to teeth with multiple root canals, pro- 
vided that the root canals are accessible 
to instrumentation. 


The role of the pulpless tooth as a fac- 
tor in producing systemic disease has been 
the subject of much dispute over the 
years. Although there is no question but 
that oral foci related to pulpless teeth 
should be removed either by endodontic 
therapy or extraction, Easlick'’ states 
that the evidence is extremely poor in 
support of an etiologic relationship be- 
tween oral foci and joint disease, renal 
disease, ocular disease, skin disease, and 
heart disease, except in patients with con- 
genital heart lesions or valvular damage 


FIXED PARTIAL DENTURE 
PROSTHESIS 


Normally in treatment planning a fixed 
appliance is indicated where the span is 
short. Longer span fixed appliances are 
feasible, however, if the treatment plan 
is altered by narrowing the buccolingual 
width of the pontics. If the vertical height 
is very short or the span is very short, no 
replacement will be indicated. 

Although, under favorable  circum- 
stances, it is possible to construct upper 
fixed bridges to supply a cuspid, this is 
seldom true in the lower arch. 

Although a fixed appliance, wherever 
feasible, is preferable to a removable one, 
there are some instances in which a re- 
movable appliance ought to be construc- 
ted because of a nervous affliction or lack 
of cooperation of the patient. 


REMOVABLE PARTIAL DENTURE 
PROSTHESIS 


A removable partial denture, when made. 
should not be considered as a stop-gap 
measure but should be constructed to give 
long service. Questionable teeth should 
he removed and the denture so designed 


rkweit, M. Reaction of odontoblasts to f 
j sterials placed in the incisors of albino rats 
University of Illinois Library Medical S« 
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and balanced as to cause minimal trauma 
to abutment teeth. 

Rampant caries, in general, contrain- 
dicates the use of partial dentures. Poor 
oral hygiene and a total lack of interest in 
retention of remaining teeth on the part 
of a patient also are factors of importance 
in deciding whether to prescribe a partial 
or complete denture prosthesis. The treat- 
ment plan for the future usually will be 
influenced by what has occurred in the 
past. Although the dentist should be a 
firm believer in patient education, it still 
must be recognized that there are some 
patients whose habits and sense of re- 
sponsibility cannot be controlled. 

Conically shaped teeth such as lower 
cuspids are poor abutments for clasp re- 
tention and require reshaping or special 
clasp design to accommodate the survey 
requirements. 

Teeth that stand alone adjacent to 
spaces to be restored are poor abutments 
for the retention of a partial denture. 

Malposed teeth should be extracted to 
provide better alignment and distribution 
of masticatory forces. 

The use of a nonvital tooth for clasp 
purposes is not necessarily contraindica- 
ted if there is a suitable root canal filling 
in the tooth and no periapical pathologic 
condition present. 

Anatomic disharmonies or deformities 
created by disease or injury may necessi- 
tate the retention of teeth that under 
normal circumstances would be removed 
for purposes of convenience. 

Properly prepared rest seats should be 
planned for, to resist vertical stress and to 
eliminate lateral stresses. 


What To Read * We must decide what it is that we must read, what we should read 
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Brudevold’® in 1951 reported a study 
on the physiology on chewing forces. He 
found a higher percentage of force ex- 
erted on the bicuspids than on the molars 
which would seem to indicate that the 
dentist is over-treating when distal ex- 
tension partial dentures are made in in- 
stances of first molar distal terminal oc- 
clusion. 


AD] USTMENT OF OCCLUSION 


Finally, in making any treatment plan, 
time should be spent in observing the 
patient’s mouth when the mandible is 
in closed centric position and also during 
right and left lateral and protrusive move- 
ments. Thereby, malocclusions, traumatic 
relationships, premature contacts, cusp 
interferences, unphysiologic restorations, 
and extruded teeth will be observed 
which, of course, are not discernible 
when the mandible is in the open-mouth 
position. These disharmonies all disturb 
the ideal functional relation of the teeth. 
The normal physiologic processes of con- 
tinuous apposition of cementum and re- 
generation of fiber bundles that attach 
the tooth to the alveolar bone take place 
most favorably when the functional rela- 
tion of the teeth is most ideal. It is the 
duty of the dentist, therefore, to prevent 
the development of occlusal disharmonies 
or to accomplish their correction if the 
plan of treatment is to establish max- 
imum oral health and function. 


6. Brudevold, F. Basic study of chewir 
Jenture wearer. J.A.D.A. 43:45 July 195! 
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High speed rotary instruments 


in Operative dentistry : 


review of the literature 


Carl D. Van de Waa, D.D.S., Sioux Falls, §. D. 


In the general practice of dentistry, the 
restoration of carious teeth occupies the 
greatest percentage of the dentist’s work- 
ing day; therefore, it behooves the den- 
tist to become as efficient as possible in 
this field if he is to gain the optimum 
utilization of his productive hours. 
Since the early part of the nineteenth 
century, rotary tools of various types have 
been used by dentists for the purpose of 
abrading or cutting away tooth structure. 
The dental bur in its present form was 
first introduced in the early part of the 
last century,' and since then it has under- 
gone little modification or change. 
Currently, dentistry appears to be mak- 
ing important advancements in the de- 
velopment of more effective instruments 
and improved methods for cutting the 
hard structures of the teeth. Operative 
dentistry is an expanding field, and some 
new methods of cavity preparation are 
being brought forward. Within the recent 
past, high speed rotary machines have 
been introduced. There has also been 
developed a method of tooth tissue abra- 
sion by means of a projected particle 
apparatus (Airdent). At present, the use 
of ultrasonic waves is being explored. 
It has become apparent that, within 
the predictable future, the present 
method of cavity preparation will be 
materially changed. Which method will 
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finally emerge as the most acceptable is 
still problematical. 

It is the purpose of this paper to review 
the presently available literature on the 
status of the high speed rotary method 
of shaping cavities in the restoration of 
carious teeth. 


TEMPERATURE RISE 


Until recently, little has been known 
about the relation between increased 
operating speeds and the many othe: 
factors involved in cutting tooth struc- 
ture. Peyton and Vaughn? pointed out 
that in the use of the rotating instru- 
ments to cut tooth tissue, the problem of 
heat generation was only one of a larger 
problem, including efficiency, vibration 
characteristics and the life expectancy of 
the rotating cutting instruments. Inas- 
much as each of these factors is influenced 
by several variables, such as size, design. 
speed of operation and force applied, 
it is apparent that the application of the 
rotating instrument to the cutting of 


U. S. Veterans Administration Hospita 
Ingraham, R., and Tanner. H. M. Adaptation of 
odern instruments and increased operat ng speeds ft 
restorative procedures. J.A.D.A. 47:31! Sept. 1953 
2. Peyton, F. A.. and Vauat R. ¢ Therma hange 
jeveloped during the cutting of tooth tissue. Fort. Rev 
Chicago D. Soc. 20:9 Dec. 15, 1950 


Parra! 
head 


tooth tissue is basically a complex prob- 
lem. 

In then New Zealand, 
Walsh and Symmons* suggested that the 


studies in 


increased thermal effect in cavity prepara- 
tion alone has many factors governing it 
which could be broken down into two 
main headings, physical and biological. 

Of the physical factors, the following 
were important: 


1. Speed of rotation. 

2. The size of the bur or stone. The 
size affects the rim speed or actual velocity 
of the cutting or grinding surface. 

}. The duration of cutting. 

The product of these three factors 
represents the actual distance travelled 
by the cutting or grinding particles on 
the rim of the instrument. 

+. Pressure applied by the operator 

The work done is proportional to the 
product of the pressure, and the linear 
distance travelled by the rim of the instru- 
ment. 
5. The character of the bur or stone. 
The character includes such factors as 
sharpness and number of teeth on the bu: 
and the nature of the surface of the stone 
or the diamond instrument. 

6. Ratio between rate of heat produc- 
tion and heat loss 

7. Thermal 
medium. 


conductivity of — the 


8. Nature and direction of pressure. 
Pressure on the pulpal wall of the cavity 
will produce heat in an area of the dentin 
closer to the pulp. 


The following biological factors in- 
fluence heat generation: 

1. Nature 
cut. 

2. Hardness of tooth substance. Hard- 
ness is the particular quality to be con- 
sidered. 

a. Enamel, being harder, will re- 
quire more work resulting in more 
heat production. 

b. Hardness varies with the post- 
extraction age of the tooth 


of tooth substance being 


“AN DE WAA VOLUME 53, SEPTEMBER 1956 © 299 


c. Older people have the hardest 
teeth because of a change in the 
keratinous matrix 
d. Moisture content is also a vari- 
able; dry 
moist ones. 
Studies undertaken at the University 
of Michigan indicated the temperature 
rise within the tooth which may be ex- 
pected when the fissure type bur is used 
at speeds between approximately 1,100 
and 11,000 rpm. Vaughn and Peyton* 
concluded the following: 
|. It appears that near the heat source, 
or cutting instrument, the maximum 
temperature rise is developed within ten 
seconds after the operation begins 


2. The size of the cutting instrument 


tecth are harder than 


has an influence on the temperature rise 


observed: the smaller used, the 


the bur 
lower the temperature rise 

}. The spiral fluted burs studied de- 
veloped a greater temperature rise than 
the straight fluted burs. 

+. ‘Lungsten carbide burs produce a 
lower temperature rise than comparable 
steel burs operated under the same con- 
ditions. 

5. Both the increase in pressure and 
increase in speed of operation had a pro- 
nounced influence on increasing the 
temperature rise developed in the tooth 
by all cutting instruments tested 

It was interesting to note that when 
various speeds and four different loads 
were studied with the no. 557 bur, an 
initial increase in speed effected a rapid 
rise in the temperature. As the speed was 
increased further, the temperature in- 
crements were smaller for a short range 
and then became larger again. In general 
both an increase in speed and pressure 
were noted to have a pronounced in- 
fluence on increasing the temperature 
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rise developed in the tooth by all cutting 
instruments tested. 

These and other studies tend to show, 
as might well be expected, that tempera- 
tures well above the limit of tolerance ol 
tooth tissue to heat are achieved by the 
cutting bur. This fact was pointed out by 
Hudson” as a result of studies commenced 
at the School of Aviation Medicine and 
continued at the National Bureau of 
Standards. Jeserich® concluded as a re- 
2 sult of studies that dangerous tempera- 


tures were encountered with uncontrolled 
and indiscriminate application of both 
; pressure and rotary speed. His early re- 
search in this field led to the practice of 
employing coolants in conjunction with 
rotating dental instruments. He demon- 
strated that the use of air and water when 
played on the rotating instruments pro- 
vided a pronounced reduction in the rate 
of temperature increase. 

Peyton and Henry’ later undertook 
studies which established that the tem- 
perature generated in the tooth is depend- 


ent on the size, type and composition of 
the rotating instrument employed. More 
important to the future of high speed 
procedures was the fact that they showed 
the moderating effects of coolants on the 
temperature rise of rotating instruments. 

In these studies all operations were con- 
ducted under controlled applications of 
force on a dental handpiece. Loads of 
0.5, 1.0 and 1.5 pounds were used, and 
speeds up to 11,500 rpm were employed. 
Both steel and tungsten carbide burs as 
well as diamond instruments were tested. 
It was shown that both increased speeds 
and force are effective in producing ele- 
vated temperatures. The temperature 
rise is somewhat less when a no. 701 dia- 
mond point is employed than when eithe: 
a steel or a carbide bur is used. The type 
of bur may also be a modifying factor in 
the temperature developed, that is, the 
no. 37 steel bur develops a higher tem- 
perature in the tooth during cutting op- 
erations than does the no, 557 steel bur. 

Peyton and Henry postulated that the 
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temperature rise well in excess of LOO°F 
above the initial temperature, developed 
when operating without a coolant at 
speeds of 7.500 rpm or more and an ap- 
plied handpiece force of | pound or more, 
is sufficient to produce pain and cause 
serious damage to both the hard and soft 
tissue of the tooth. They recommend op- 
erating speeds of 4,000 rpm or less with 
an applied force of 1 pound or less on the 
handpiece if no coolant is employed and 
the temperature rise is to be kept within 
safe limits 

These laboratory results seem to be sub- 
stantiated by the clinical observations of 
Ingraham and Tanner,' who stated that 
trauma incident to operative procedures, 
in which diamond instruments of special 
design or carbide burs are operated at 
high speeds, is greatly reduced through 
the use of only light pressure and the 
continuous application of coolants. It is 
believed that the maximum efficiency of 
the diamond instruments has not been 
established at this time. 

Peyton and Henry‘ found that both the 
air jet and the water spray were effective 
as coolants in the prevention of an 
excessive temperature rise during the 
cutting of tooth tissue with all types of 
rotating instruments. The water spray 
was shown to be the more effective ; when 
it was employed, it did not permit an ex- 
cessive rise in temperature even when 
operating speeds up to 10,000 rpm were 
achieved under a force of 1.5 pounds on 
the handpiece. A water-air spray was 
applied using a commercial unit of the 
type recommended by Sherman.* 


EFFICIENCY IN TOOTH REMOVAL 


One of the chief reasons given for the 
use of operating speed greater than 6,000 
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Table ® Rote of ren 


Weight removed 
per gram force 
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ssue and the temperature rise in high and low speed instruments 


Mean temperature rise 
in degrees Centigrade 


per revolution Rot 
High low High 
Diamond wheel 7.5 2.1 3.6 ae i, 
Tapered diamond stone 11 0.35 3.1 2.4 2.3 
Fine cylinder diamond 2.7 0.51 5.3 2.3 1.9 
Round diamond 3.46 0.65 5.5 17 4 


rpm with the rotating dental instruments 
is that the instruments are more efficient 
in the removal of tooth tissue at these 
higher speeds. 

Walsh and Symmons* in 1949 reported 
some studies conducted on the rate of 
tooth tissue. These studies 
compared the rates of removal of tooth 
tissue at both high (60,000 rpm) and low 

3,000 rpm) speeds. Their studies were 


removal of 


done on freshly extracted, sound poste- 
rior teeth that had been preserved in 10 
per cent Formalin in saline (see table). 

In the table the values represent the 
weight of tissue removed by equivalent 
amounts of work. They are actually the 
calculated weight removed by one revo- 
lution of each instrument under the force 
of 1 Gm. The weight was determined by 
dividing the actual number of revolutions 
and the force applied. The mean tem- 
perature rise for each series of readings is 
also given and was, as can be seen, similar 
for high and low speeds. 

It will be appreciated from these re- 
sults that for equivalent amounts of work 
done by the two instruments, the high 
speed instrument removed three to five 
times as much tooth tissue (for compara- 
ble temperature rise) as the low speed. 

These early experiments demonstrated 
the differences of efficiency at the ex- 
treme operating ranges of rotating instru- 
ments. Peyton and Henry’ showed later 
that the efficiency of the no. 557 steel 
bur was doubled for every increase of 


2,000 rpm up to 8,000. More recently 
in work done up to 18,000 rpm, Peyton" 
indicated that the rate of increase in 
efficiency was maintained rather 
sistently for the higher operating speeds 
He stated that the most efficient speed 
is perhaps the range of 9,000 to 12,000 


con- 


rpm with present-day cutting instruments 
and suggested further studies as desirable 

From the point of view of the operating 
dentist, the efficiency of tooth substance 
removal of high and low speed instru- 
ments is more important than the figures 
indicate. With high speed technics the 
tooth substance removal can be accom- 
plished with much less pressure on the 
instrument. 

During cavity preparation the machine 
provides the speed and the operator must 
furnish the applied pressure. This can be 
a considerable asset to the busy practi- 
tioner; as Walsh and Symmons* point 
out, in removing a given amount of tooth 
tissue with the high speed machine, the 
operator expends 1 /60 to 1/100 the effort 
required with the ordinary engine and 
handpiece. 

Wolcott,’® in reporting the clinical ex- 
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perience of workers at the Naval Dental 
School with high speed operative technics, 
indicated the following apparent advan- 
tages of operating at speeds of 10,000 to 
12,000 rpm: 

1. Less pressure is required on the 
handpiece. 

2. There is more control of the hand- 
piece with less tendency of the instru- 
ment to “scoot and run.” 

3. The sensation of noise and grind- 
ing is lessened. 

4. Greater efficiency of diamond in- 
struments and carbides is achieved 

}. Instrument life is prolonged. 

In the clinical accomplishment of cav- 
ity preparation of carious teeth, Wolcott 
reported the following decrease in operat- 
ing times for the men in the clinic. 

1. Amalgam. 

a. One surface 

b. Two surface 

c. Three surface 
2. Gold. 

a. Three-quarter crown 

cent. 

b. Full crown—-59.8 per cent. 

As a result of clinical experience of 
workers at the Naval Dental School, the 
following recommendations in the em- 
ployment of the high speed technic were 
made: 

1. Burs should be reversed; they will 


60 per cent 
39 per cent 
33 per cent. 


~ 


61.6 pet 


heat up, clog and dull. 

2. Rotating instruments should not 
be pushed; they should be drawn into 
tooth tissue. 

3. Coolants, preferably water and ain 
spray, should be used 

4. Light pressure should be used on 
the handpiece 

5. The rotation of the bur should be 
started before contact with the tooth. 

6. Meticulous care should be taken of 
all equipment. 

Ingraham!! reported that the increased 
efficiency of high speed rotary technic 
shown by laboratory evidence was demon- 
strated by his clinical experience. In a 
postgraduate course in the high speed 


technic conducted at the University of 
Southern California School of Dentistry, 
practicing dentists were instructed in this 
method of preparation. Data were ob- 
tained for 40 dentists, each performing 
20 different operative procedures. He re- 
ported that these men were able to re- 
duce their operating time for these pro- 
cedures as follows: (1) all alloy work 
13 per cent reduction in operating time 
and (2) all gold work—55 per cent re- 
duction in operating time 


VIBRATION 


Walsh and Symmons™ divided the sen- 
sations received by the patient during 
cavity preparation with standard instru- 
ments of engine handpiece and burs into 
three groups: 

|. Pain sensations due to stimulation 
of nerve endings in the pulp. 


2. Auditory sensations transmitted 
through the skull to the ear. 
3. Vibration sensations due to the 


stimulation of nerve endings in the perio- 
dontal membranes, and possibly also to 
stimulation of the vestibular apparatus 

Walsh and Symmons" later conducted 
studies into this third cause of discomfort 
to the patient. Their studies reported 
the reactions of patients to vibratory 
stimuli produced by an oscillometer ca- 
pable of producing vibrations continuously 
variable from 0 to 50,000 cycles per second 
cps). 

The instrument was held by the pa- 
tient; usually he held it on a central in- 
cisor. The instrument was set initially at 
3,000 cps and gradually decreased. The 
patient was asked to signify when the 
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vibrations first became perceptible ; while 
the frequency was being gradually de- 
creased from the upper threshold to zero, 
the patient was next asked to signify when 
the sensations became “most unpleasant.” 
Finally he was asked to determine at what 
point the sensations were most like those 
of a dental engine and handpiece. The 
tests were repeated several times on each 
subject. The results were as follows: 


1. Upper threshold of vibration per- 
ception. 
a. Modal class——500-600 cps. 
b. Mean class—-560 cps. 
2. Frequency of maximum unpleas- 
antness. 
a. Modal class 
b. Mean class 


150-200 eps. 
178.2 eps. 
3. Frequency most resembling hand- 
piece 
a. Modal class 
b. Mean class 


95-115 eps. 
111 cps. 


In this same report, Walsh and Sym- 
mons showed that normal engines and 
handpieces are capable of about 5,000 
rpm. They demonstrated that this speed 
produced a fundamental vibration of 170 
cps. This frequency, they pointed out, 
lies in the middle of the range of fre- 
quency of “most unpleasant sensation.” 

The investigators did similar studies 
on the high speed engine and handpieces. 
hese studies revealed that the high speed 
machine produced a frequency between 
1,000 and 1,400 cps. This is well above 
the threshold of vibration perception. All 
the subjects who experienced the high 
speed machine were reported to regard 
the sensation as a “remarkable improve- 
ment.” 

CLINICAL USE 
The technics of high speed cavity 
preparation, investigated in laboratory 
experiments and studies, present certain 
difficulties when applied to clinical pro- 
cedures. The obtainment of dental en- 
gines capable of developing rotary speeds 
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in the operating range of 10 to 12,000 
rpm has been a problem. At the present 
time, engines can be procured commer- 
cially which will produce the speeds de- 
sired. During the past few years, experi- 
ence has been accumulated which leads 
to rather easy and inexpensive conversion 
of the standard engines to bring them 
into this range. 


Workers at the Naval Dental School 


modified its units to run at speeds of 10 
to 12,000 rpm.'® In their clinic they in- 
creased the speed delivered at the hand- 
piece. by removing the resistance coils 
which are built into all units. They stated 
that the procedure was simple and inex- 


pensive. It was reported that there is 
apparently no harm to the engine if care 
is exercised so that the engines are not 
permitted to run “free” indefinitely 

Another group'* has reported very 
satisfactory modification by variation of 
the pulley arrangements of the engine 
arm. They attained speeds up to 8,000 
rpm with the use of a 17% inch pulley 
on the engine. By using a 2% inch For- 
mica pulley on the engine, they were able 
to obtain handpiece speed of 12,000 rpm 

Both the Naval Dental School and the 
Illinois group put emphasis on the great 
importance of adjusting the belt tension 
when operating at high speeds. The ten- 
sion should be decreased almost to the 
point of slippage. This reduction of belt 
tension apparently accomplishes a great 
deal in prolonging the instrument life as 
well as increasing the speed at the hand- 
piece. They also mentioned that a slack 
belt acts as a safety factor in case of 
jammed burs or disks 

Finding and maintaining dental 
handpiece that can tolerate these speeds 
also poses a problem. Several manufac- 
turers are producing handpieces with 
special bearings that are intended for 
these newer speeds of operation. Ingra- 
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ham and Tanner’ regard maintenance 
and lubrication to be of prime importance 
when operating the instruments at higher 
speeds. They point out that only lubri- 
cants of the highest grade should be used 
to reduce friction and to projiong instru- 
ment life. 

The introduction of tungsten carbide 
bur a few years ago was the first real 
change in dental drills in about 100 years 
Lammie’ reports burs of this type to be 
superior in cutting efficiency to similar 
steel burs. This superiority, however, is 
due mostly to their longer maintenance 
of a cutting edge, rather than to any in- 
trinsic superior cutting ability. Their 
principal advantage over steel seems to 
be in their longevity. 

Diamond stones and disks are reported 
to be the most efficient in the removal of 
enamel,'* and at the present time there 
seems to be definite opinion as to their 
eventual optimum cutting speed. From 
clinical observation, Ingraham and Tan- 
ner’ feel that the efficiency of the dia- 
mond instrument increases in proportion 
to the increase in speed. 

Basic cavity preparation for the high 
speed technic remains unchanged from 
that employed at the standard speeds. 

Wolcott’® indicated that although the 
untrained hand may inadvertently over- 
extend a preparation when using high 
speed instruments, such a result is not 
necessarily inevitable. Ingraham!! pointed 
out that operators who first contemplate 
this speed range are concerned about 
handling the instruments. He emphasizes, 
however, that the lighter pressure on the 
handpiece required at high speeds actu- 
ally makes the instrument more con- 
trollable. 

Contraindications of the high speed 
procedures are few.'® extensively 
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carious teeth, the procedures seem to be 
of little value, and most operators will 
undoubtedly prefer slow speeds in the 
cautious removal of deep caries. 


SUMMARY 


It is apparent that more efficient operat- 
ing procedures are possible as a result of 
the development of rotating cutting in- 
struments of superior design and com- 
position, that is, diamond instruments 
and tungsten carbide burs and the rotary 
machines capable of speeds from 10,000 
to 12,000 rpm, coupled with the con- 
tinuous application of coolants. The ob- 
served reduction in consumed time is as 
high as 55 per cent in some procedures 
The applied coolant is an effective deter- 
rent to an excessive temperature rise 
during cutting, and there is no evidence 
of an increase in trauma incident to the 
operation. The vibrations produced by 
the high speed machine lie in a frequency 
well above the threshold of vibration per- 
ception. As a result, the sensation pro- 
duced is less unpleasant than that stimu- 
lated by the lower speeds usually em- 
ployed. 

It is not expected that the diamond 
cutting instruments and tungsten carbide 
burs operated at high speeds will im- 
mediately replace similar cutting instru- 
ments operated at lower speeds for all 
dental purposes. It is probable, however, 
that in the future these instruments will 
find general acceptance with the dental 


profession 


5. Lammie, G. A. Critical review of cutting instru 
ents in cavity preparation. 2. Tungsten carbide bur 
nternat.D.J. 4:43 Sept. 1953 
16. Walsh, J. P. Critical review of cutting instruments 

cavity preparation !. Diamond stone. Internat.DJ 
436 Sept. 1953 
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Radiation dose reduction 


by higher voltage dental roentgenography 


Lewis Ek. Etter, M.D 


The purpose of this paper is to show how 


the excessive radiation dose to patients 
and personnel attendant to the use of the 


present dental roentgenographic technics 


can be reduced and at the same time 
provide the dentist with a better diag- 
nostic film. 


Basically, the for excessive 
radiation doses in dental examinations is 
the use of relatively low kilovoltages (60 
to 65 kilovolts 


expe sure 


reason 


and a relatively great 
milliamperes in 
S. S. Sidhu’ has shown that the average 
dose per dental film is 5 roentgens(r). A 
full mouth survey of 16 films brings the 
dose up to 80 r. Repeated examinations, 


sec onds 


as in orthodontics,* may bring the dosage 
to an alarming total, comparable to that 
of a roentgen ray treatment. A complete 
gastrointestinal using 
films yields a dose of only 4 r. The prin- 


examination six 
cipal reason for this great difference is 
the fractional second exposures, longer 
distance and higher kilovoltage used in 
medical roentgenography. Trout, Graves 
and Slauson* have shown the desirability 
of using higher voltages, shorter exposure 
time and added aluminum filter in all 
conventional roentgenography. 

Higher voltage technic in the range of 
90 to 120 kilovolts with added aluminum 
filter will result in a film showing less 
contrast but recording a wider range of 
densities, thus producing a better diag- 
nostic film. The use of a lead diaphragm 


Pitt thurel 
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having a small aperture in the tube head 
will restrict the roentgen ray beam to the 
useful area and prevent unnecessary e@xX- 
posure of adjacent parts, thereby lessen- 
ing the total dose. Since such limitation 
also reduces troublesome secondary scat- 
ter of the radiation, a film with better 
definition is secured. Spear and Ruha- 
mah* and others have cited the advan- 
16 to 20 
in improving 


tages of the long cone technic 
inches target-film distance 
detail and lessening the dose to some ex- 
tent. 

With low range kilovoltage (60 to 65 
it 
diminished 


however, IS necessary to compensate 


for intensity resulting from 
the increased distance by making longer 
exposures even with the fastest film. The 
diminished intensity results from opera- 
tion of the inverse square law applying 
to all electromagnetic radiation; namely, 
that the intensity of the radiation varies 


inversely as the square of the distance 


Chief, radiology service Veterans Administratic 
Hospita and assistant professor rad ogy cho 
f Medicine. University of Pittsburgh 

Technical assistance wa given by Lawrence C. C 
R.T hief radiological technician, Veterans Admin 
tration Hospital, and Robert A. Short, R.T., medica 
jivision, U. S. Stee 

1. Sidhu, S. S. Personal communication 

2. Franklin, J. B. Radiation hazards in cephalometr 
entgenography. Angle Orthodont. 23:222 Oct. 1953 
3. Trout, E. D.; Graves, D. E., and Slauson, D. B 
High-kilovoltage radiography. Radiology 52:669 Ma 
949 

4. Spear, L. B.. and Ruhamah, Hannah. Practice! « 
nproved periapical technic. D. Radiog. & Photog 
24:2?! no. 2 
26:2 2 53 
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An example of the inverse square law 
follows: 


If the dose at 8 inches is 5 r, at 16 
inches the radiation dose will be 


|) 
16) 256 ) 1.251 
When higher kilovoltage is used, 


roentgen rays of much more penetrating 
quality are generated, and the time of 
exposure can be reduced at the 
longer cone distance. 


even 


INVESTIGATION 


The study on reducing the roentgen dose 
was begun by making conventional ex- 
posures for dental roentgenographic ex- 
aminations. Three kinds of Du Pont film 
used: regular speed (no. 550), 
double emulsion; regular speed, single 
emulsion (no. 551) and lightning fast 
Because no dental x-ray 
machine with a capacity up to 100 kilo- 
volts was available, this work was done 
on a Westinghouse Fluoradex rated at 
200 milliamperes and 100 kilovolts, with 
a synchronous timer accurate in twen- 
tieths. Since the machine was not cali- 
brated for 10 milliamperes, 20 milliam- 
peres was used. Therefore, time value 
must be doubled for a 10 milliampere 
machine. 


were 


no. 555 


The greatest dose used for a single 
exposure was for a lower molar examina- 
tion using 60 kilovolts, 2 seconds, 20 mil- 
liamperes, 8 inch focal distance, inherent 
filter, regular single emulsion film (Du 
Pont no. 551) and resulted in a measured 
dose of 16.2 r (see the table). A con- 
siderably smaller dose was re- 
corded with the same factors except 9/10 
second time for the regular double emul- 
sion film (Du Pont no. 550). Using the 
fastest film (Du Pont no. 555), a 16 inch 
distance, 6/10 second and the factors 
mentioned, the dose was reduced to 0.92 
r. This shows the effect of increased dis- 


7.3 r) 


tance and the fastest film in the reduc 
tion of radiation dose 

By adding 2 mm. of aluminum filter 
and using the same films and the same 
exposures, the doses were reduced to 7.6 
r, 3.54 r and 0.46 r respectively. Because 
the aluminum filters absorb some of the 
radiation, it was necessary to increase the 
exposure time slightly and also to com- 
pensate for diminished intensity of radia- 
tion by adding one minute to processing 
time. From examination of the table and 
the illustration, it will be seen that as the 
kilovoltage was raised, it was possible 
progressively to cut exposure time, add 
as much as 2 to 3 mm. aluminum filte: 
and finally, at 90 kilovolts, achieve an 
exposure time of 1/15 second with a dose 
of only 0.07 r using the fastest film and 
16 inch distance. 

Curiously, use of 3 mm. of aluminum 
filter did not reduce further the dose of 
radiation, but resulted in a slight increase 
of 0.01 to 0.02 r between 90 and 100 
kilovolts. The additional filter required 
a slight increase in exposure time (1/20 
second ). The optimum kilovoltage, there- 
fore, appears to be 90 kilovolts with 2 
mm. of aluminum filter. 

The operation of a filter can be under- 
stood after considering the nature of the 
roentgen ray beam (see illustration). Any 
beam of roentgen ray radiation is com- 
posed of heterogeneous wavelengths ol 
rays. The long wavelengths are said to be 
soft or less penetrating; the short wave- 
lengths are said to be hard and are more 
penetrating. At lower kilovoltages in the 
range of 60 to 65 kilovolts, the beam con- 
tains long wavelength roentgen rays, 
most of which are absorbed on the sur- 
face or first centimeter or two of tissue 
These soft rays contribute to the total 
dose of radiation but do little toward 
producing a usable image. Some of the 
more penetrating rays get through the 
denser structures and leave an image on 
the film, but this is predominantly of 
white tonal quality and has little defini- 
tion. This produces a film of high con- 
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X-RAY PHYSICS INVOLVED 
IN USE OF FILTRATION 
ANODE ANODE 
LOW VOLTAGE i CONE OF MIXED A HIGHER VOLTAGE 
(55-65 KV [x WAVE LENGTH X-RAYS Da (75-100 KV) 
0.5 MM ALUMINUM INHERENT 
FILTER IN TUBE HEAD 
|MM ALUMINUM 
FILTERS 
TISSUE SURFACE TISSUE SURFACE 
t roentge ray sdiat at a? 
a few of the lonaest enetrating roe ays are ab bed 
).5 mm. aluminum inherent filter. Remainder 3 wa ath roe 
rays strike ti rface, where most are absorbed. In cone of roentas 
ay radiation at right, generated at higher k tages, long wavelenat 
ess penetrating roentgen rays are absorbed by aluminum filter 
yressively shorter wavelengths are absorbed as more filtratior Ide 
p to 3 mm. For this rea relatively few shorter wavele 
roentaen ray yet thr ah al! filter 4 thace affartive 
trast between black and white, and the If 0.5 mm. of pure aluminum filter 1s 
film is said to have short range tonal placed in the opening of the x-ray tube 


quality or high contrast. 

On the other hand, a roentgen ray 
beam generated at higher kilovoltages, 
such as 80 to 100 kilovolts, contains pro- 
portionately short wavelength. 
hard, penetrating roentgen rays which 
are not absorbed on the surface but pene- 
trate all the tissues. As the kilovoltage is 
raised, there is not as much differential 


absorption between the denser and less 


more 


dense tissues, and a record of broader 
range of tissue variations is thus left on 
the film, and it is said to have a long 
range of tonal quality or lower contrast 
Although such a film does not have as 
much contrast as the low kilovolt one, 
much better definition of detail is ob- 
tained. 


so that the rays must pass through it, 
considerable quantity of the softest, non 
penetrating roentgen rays will be ab- 
Pure aluminum only must be 
These filters, 0.5 and 1 mm. thick. 
can be obtained from any x-ray suppl) 


sorbed 


used 


firm and can be cut to fit any tube head 
Some machines are equipped with a 
quantity of filter in the tube head; this 
is spoken of as inherent filter. Often this 
inherent is not enough filter for the den- 
tist’s purposes. Additional filter up to 3 
of aluminum may be added if the 
kilovoltage is increased sufficiently. At the 


mm 


lower voltages in use at present, it is not 
practical to use more than 2 mm. One 


millimeter of aluminum will reduce the 
dose 30 per cent; 2 mm. will reduce it 


» 
4 
i 
+ 


60 per cent. As aluminum filters are 
added, it will be seen from the illustration 
that progressively shorter wavelength 
roentgen rays are absorbed in the alu- 
minum, until only relatively few hard 
roentgen rays pass through, but these 
effectively penetrate the tissue. The ra- 
diation dose is reduced greatly because 
the ineffectual roentgen rays have been 
absorbed before striking the tissues 

Since the filters cut out so much of 
the quantity of radiation, a longer ex- 
posure time is required to obtain a diag- 
nostic film when the lower kilovoltages 
are used. To reduce exposure time, it is 
necessary to use higher kilovoltage in 
order to have sufficiently penetrating 
roentgen rays, after adding filters, to re- 
cord the longest range of tissue varia- 
tions. By using the fastest available film, 
a 16 inch distance with cone and dia- 
phragm, 90 to 100 kilovolts at 20 milli- 
amperes and 3 mm. of aluminum filter, 
it is possible to reduce the radiation dose 
to 0.08 r. This requires only a fractional 
second exposure time of 1/10 second 
Short exposure time is especially im- 
portant when dealing with nervous per- 
sons and children, in order to reduce 
lack of sharpness of detail due to motion 

The dentist today can reduce the radia- 
tion dose with his present equipment. He 
can use the highest kilovolt setting of his 
equipment, usually up to 70 to 75 kilo- 
volts. He can insert 1 or 2 mm. of alu- 
minum filter along with a cut-out lead 
diaphragm in the tube head opening of 
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the dental x-ray machine and try some 
exposures using the fastest available film 
and a 16 inch long cone. If the resulting 
lilm seems a little too light or thin, addi- 
tional development of one minute may 
help 

In the future, however, a dental x-ray 
machine having a capacity of 90 to 100 
kilovolts, 10 to 15 milliamperes and a 
timer accurately calibrated at least in 
one-tenth or preferably one-twentieth 
seconds is needed. Manufacturers of den- 
tal x-ray equipment are aware of this 
need, and some are actively engaged in 
research on this problem. With such 
equipment, much more desirable proce- 
dures will be possible in dental roentgen- 
ography with resultant great reduction in 
radiation dose to patients and personne! 


SUMMARY 


It has been shown that the excessive 
radiation doses in dental roentgeno- 
graphic examinations are due principally 
to the relatively low kilovoltages and long 
time exposures employed. The usual 
short cone distance instead of a longer 
one, which also limits the beam, is also a 
principal factor in producing a high 
radiation dose. The technics here de- 
scribed indicate that by using higher kilo- 
voltages, short time exposures, long cones, 
fastest films and additional aluminum 
filters, the radiation dose can be reduced 
to a value presenting little or no hazard 
to patients and personne! 


Magic Bullets * We must learn to invent and produce “magic bullets” which, like those in 
ancient fables, cannot miss their marks, and will destroy only the pathogenic agents against 
which they are aimed. Paul Ehrlich 
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The lower implant denture: a review 


of the literature 


Sidney H. Bleicher, D.D.S., Tuscaloosa, Ala. 


The subperiosteal metal implant, as with 
all new approaches of any importance, 
has its rabid followers, its more cautious 
enthusiasts, and finally a good number of 
severe critics who back up their argu- 
ments with rather convincing histopatho- 
logic studies on animals. 

The idea is not a revolutionary or a 
new one, as has been stated. There have 
been periods when interest in metal im- 
plantation flared up and then just as 
suddenly died down. The inference is that 
because of initial surgical 
the interest mounted, and then lagged 
when implants failed of the 
the technics followed). 
This rising and falling of interest can be 
noted best in the nineteenth century when 
many physicians, including the eminent 
surgeon, Joseph Lister,’ advocated the 
use of implanted metal in surgery. He 
embedded a silver wire to fix a fractured 
patella. 

A brief perusal of the illustration might 
give a better over-all picture of the in- 


an success 
because 
metals used o1 


terest and activity in metal implantation 
since 1876. Up to the first decadé shown 
in the the literature 
crammed with articles on implantation, 
replantation and transplantation. The 
articles referred not only to human teeth, 
but also to animal teeth and bits of bone 
and cartilage of every size and descrip- 
tion. 

In the last quarter of the nineteenth 
century, references are beginning to be 


illustration, was 
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made to metal implantation. Metallic 
implantations were made with capsules 
which were merely placed into sockets 
left by the extraction of teeth or into 
holes drilled into the mandible. If heal- 
ing took place around these foreign 
bodies, individual artificial teeth were 
fitted or screwed into them. There must 
have been a modicum of success because 
in the second and third decades there 
was a flurry of activity. The metals used 
at that time were gold, silver and lead 

By the fourth decade there were two 
influences beginning to be felt. First, it 
became obvious that metallic implanta- 
tion began to fall off. There was a hint 
at this time, though, pointing to the 
causes of failure. 

Casto” in 1914 implanted three iridio- 
platinum roots. The important inference 
is that scientists at this time were thinking 
that perhaps the more inert metals held 
the secret to tolerance of metal by bone 
This eventually proved to be so. From 
1920 to 1940 the implantation of metals 
The 
professions began to blame almost every- 
thing on the dental focus of infection. 
and the interest in metal implantation in 


suffered a severe setback. however 


dentistry dropped down to nearly zero 


Lister. Jo eph. Treatme 
Brit. M.J. 2:855 Nov. 3, 1883 
Casto. T. D. Results of three 


2. 
mplanted. D. Cosmos 56:493 May 


rid 
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x 
4 
a 
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tinum roots 


In the meantime, industry in this coun- 


try and in Germany was active in the 


field. In 1938 a 
- cobalt - molybdenum 


nonferrous metals 
chromium alloy 
Vitallium) was developed. The develop- 
ment of this metal opened up a vast new 
area in surgical repair and_ prosthesis, 
starting in general and then 
gradually spreading to all the specialties 
Finally, in the late 1940's the metal im- 
plant full lower denture made its ap- 
pearance. In the 1950's, the number of 
articles written was so high that only an 
indication can be given (see illustration 
In the 1930's, 1940's and 1950's work 
was being done to establish better reten- 
tion for full lower dentures by means of 
the surgically implanted retainer. 


surgery 


CHOICE OF METAL 


consideration of the clinical 
technics, the 


Before any 
choice of a. satisfactory 
In the early 
days, silver and gold were used and con- 
tinued to be the choice until 1937, when 
Venable, Stuck and Beach* gave a well- 
authenticated reason for the failure of 
They that most 
metals will react with bone by electrolvy- 
sis, but that there were two which did 
not. The first pure silver, 
manifestly feasible, the 
second was the newly developed chro- 
mium-cobalt-molybdenum alloy Vital- 
lium. In 1938 Venable and Stuck‘ also 
showed that Vitallium could be used for 
buried appliances in bone splinting. It is 
interesting to note that the alloy Ticon- 
ium and the element tantalum also have 
proved themselves electrolytically stable 
in the presence of hard and soft tissues. 
Venable and Stuck then postulated that 
could be obtained only if the 
electrolytic process could be reduced or 
eliminated. The immediate success that 
was expected of Vitallium has not been 
altogether forthcoming, as will be shown, 
but this research gave impetus to the 
science of implantation of metals in hu- 


metal must be considered 


these metals. showed 


was which 


was not 


success 
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Iridioplatinum 


Metallic capsules 


76-B6 8656 96-06 0616 1626 26:36 36-46 46°56 
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man tissues. As was to be expected, in- 
terest in metal implantation started to 
rise at this point, and both the medical 
and dental professions have been busy 
with the study of implantations ever since. 

The medical profession, constantly on 
the watch for materials with which to 
replace lost bone, began to use the new 
metal for a variety of replacements. The 
hip joint, always a problem when injured 
or diseased, was an early site for a tryout 
and in July of 1938, Hopkins and Zuck* 
reported on the use of a Vitallium cup 
in arthroplasty of the hip. In the same 
year Geib® utilized the metal as a skull 
plate. 


Venable, ¢ S.; Stuck, W. G snd Bea A 
Effects on bone of presence of metals; based upor 
ect experimental study. Ann. Surg. 105:917 June 
937. 
4. V and Stuck, W. G enera 
jeration metals for buried applia nm surgery 


nternat. Abstr. Surg. 76:297 May 1943 

Hopkins, H. H., and Zuck, F. N. Arthroplasty of 

hip, with use of Vitallium cup. M. Bul. Vet. Admin 
5:1 July 1938. 

Ww Vitallium 
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The reports started to come in rapidly 
until almost every bone in the body was 
shown to have been joined with strips, 
bars, screws and buttons of this metal 
Naturally, the mandible was no excep- 
tion, and in 1945 Leo Winter of New 
York’ reported the use of a large Vital- 
lium prosthesis after a radical mandibu- 
lectomy for adamanti- 
noma. In the meantime, other men in the 


removal of an 


dental profession were already beginning 
to think about using the metal as abut- 
ments for the replacement of teeth 
Skinner® in 1946 conceived the idea of 
implanting an undercut bolt so that a 
locking device built into the 

could be used for stabilization 
called this an intraosseous implant 


denture 
| 


HISTOPATHOLOGIC STUDIES 


Although histopathologic studies still are 
very sparse, there was, nevertheless, some 
activity in this respect. Bernier and Can- 
by® in 1943 reported a study of implants 
on monkeys and came to the following 
four conclusions: 


1. Vitallium has a definite place in 
dental implants, as it is inert in the 
presence of body tissues 

2. Secondary infection cannot be dis 
counted. 

3. Implants have been successful in 
monkeys. 
inflam- 
matory elements present in the sections, 


t. The studies showed some 


but the reparative process in the presence 
of the implant is active and essentially 
normal. 


In July of 1954 Nichols” reported an 
experiment on four dogs. Vitallium im- 
plants were made and were in place four 
to five months 


The 


the dogs 
observations 


before were 


sacrificed were as 


follows: 


1. The metallic alloy Vitallium caused 
no discernible inflammatory 
when it was buried deep enough in the 
oral tissues to avoid direct infection 


reaction 


“nective 


2. A gentle stream of air directed 
toward the collar of soft tissues surround- 
ing the implant abutments 


showed that there was not a tight ap 


denture 


proximation between the metal and the 
oral mucosa 

3. Epithelial cells tended to migrate 
down between implant abutments and 
surrounding connective tissues with no 
apparent attachment between the epithe 
lium and the metal. 

+. Metallic implants originally placed 
in contact with bone did not remain in 
contact indefinitely, but a layer of con 
laid down 
bone and metal as a cushion. 

5. There was osteoclasis of the bone 
surface closest to the metal implant in 
dicating active bone resorption 


tissue was between 


Nichols concludes that, in his opinion 
this study shows that the practice of meta! 
Although the 
number of dogs used admittedly was low 


and the e ‘] 


implantation is untenable 
riment was not exactly cai 
ried to conclusive ends statistically, this 
must still be considered a most important 
viewpoint 


LOWER IMPLANT DENTURE 


Many references in both the dental and 
medical literature show that the idea ot 
metal implantation had taken hold by the 
late 1930's and early 1940's. The dives 
sity of interest is revealed in the litera- 


hare 10-16 
Winte Le Lift J. C.. and McQuilia e 
bedment of Vitallium mandibular prosthesis 4 
egra! part of operation for remova! of adamant 
A J. Surg. 69:318 Sept. 1945 
8. Skinner, P. R traosseous meta mplant 
ture stabilization. D. Digest 52:427 Aug. 1946 
Bernier, J. L.,. and Canby, C. P. Histologic s 
the reactior f alveolar bone to Vitallium implant 
‘liminary report. J.A.D.A. 30:188 Feb. 1943 
0. Nichols, f Semiburied denture plant 
eview of terature and experimental study J ra 
rg. 12:217 July 1954 
Tue J Vitallium in internal fixation in bore 
gery. Northwest Med. 39:163 May 1!940 
2 speed K Ferrule aps for head of ad 
3 >ynec. & Obst. 73:845 Dec. 194! 
3. Bigelow, H. M. Treatment of fractures of mar 
jible with Vitallium screws. M. Bul. Vet. Admin. 17:54 
July 1940 
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In 1949 Goldberg and Gershkoft'* 
published their now well-known pape: 
‘The Implant Lower Denture.” The 
authors stated that they used the accu- 
mulated knowledge of implant technic 
which had been used in other parts of the 
body as a basis for their technic. They 
affirmed that the method is not radical. 
that it is sound dentistry, and that the 
manipulation is one of simplicity 

These statements might be questioned 
in that the surgery necessary for a lowe 
implant denture could be considered 
rather a radical procedure by some; that 
the dentistry involved is not proved to be 
sound for many reasons; and, in addition, 
the practice is rather more involved than 
simple 

In respect to the simplicity of the tech- 
nic, it must be considered that the casting 
cannot be made by the practitioner him- 
self, but must be fabricated by a highly 
skilled technician, who is not immediately 
available everywhere. The technic gen- 
erally was directed to two tvpes ol 
patients: those who have difficulty in 
tolerating conventional dentures, and 
those with mandibular anomalies, such 
as high tissue attachments. tori, flabby 
or high spiny ridges and other defects 

The method for the lower implant 
denture, described in the paper by Gold- 
berg and Gershkoff'® can be described 
simply as follows: 


1. An overextended impression is ta- 
ken right over the tissues, and a set-up 
and try-in are done as usual 

2. The thickness of the tissue overly- 
ing the bone is determined empirically 
3. The model is cut down to approxi- 
mate tissue thickness in the various areas 
and the implant casting is made 

t. The partial denture is now made 
so as to be secured by clasps to the newly 
created abutments extending through the 
soft tissues from the casting beneath 


Goldberg and Gershkoff at this 
save histories of three successful cases 
but admitted that the longest observation 


BLEICHER 


VOLUME 53, SEPTEMBER 1956 © 313 


of any one of them was for 13 months 
Lhis would seem hardly long enough to 
he conclusive. There also was brief men 
tion made about some earlier cases which 
were presumably unsuccessful, and reter 
ence was made to exfoliation of the 
anchoring screws in a few instances. ‘This 
study is noteworthy for pinpointing the 
importance of the lower implant denture 
in respect to its future in dentistry. Mor 
important though, and perhaps inad- 
vertently, it gives a glimpse into the 
trouble spots and failures that might be 
expected with surgical retention of full 
dentures 

In November of 1950, Goldberg and 
Gershkoff"* reported further on then 
work, and two important facts emerged 
They reported that over a two year 
period, 24 patients were treated, with 
two failures. Most significant is the re- 
alization by this time that one of the 
causes of previous failure was the inac- 
curate fit of the metal casting to the bon 
when the procedure was carricd out by 
the original method. To correct this, thes 
devised a method of determining the 
thickness of the overlying soft tissues by 
means of a metal template which was 
placed over the ridge and then by roent- 
genograms. In the summary they stated 
that implants which fit the bone ae- 
curately are a prerequisite for successful 
achievement in this field. This is borne 
out by all following investigators 

In December 1950, Berman! eave as 
the reason for failures, first. the exfolia 
tion of the anchoring screws. and, second 
ly, the “nonexact fit of the implant to the 
bone causing the denture to rock during 
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mastication.” Berman overcame this by 
the double surgical technic, that is, he in- 
cised and exposed the bone for a direct 
impression and then incised again for the 
insertion of the appliance. The casting 
was made with four abutments as usual, 
but the base was a meshwork. Berman 
stated that in this way he obtained a 
highly accurate fit of metal to bone and 
that the anchoring screws were not neces- 
sary because the periosteum grew into the 
meshwork anchoring the metal base. 
Goldberg Gershkoff!® in 1952 
stated that although the surface impres- 
sion works for them, (that is, using the 
template), the direct impression is good 
also and that it works well for many, as 
reported in the literature. They suggested 
that an alternate method such as the 
double surgical technic may be used, 


and 


which seems to be an admission that the 
template-roentgenogram method is too 
cumbersome and costly. 

Paullus and Gordon”® in 1953 also sub- 
scribed to the double surgical technic and 
added the important fact that the entire 
procedure from beginning to end takes, 
as a minimum, from six to eight weeks. 
Bodine and Kotch in 19547! came to the 
same conclusion. They stated that they 
favored the double surgical technic and 
the direct impression for accuracy of fit 
These authors expressed the belief that 
because of the increasing number of 
dentures in place five years or longer, the 
public would soon be demanding this 
service. They felt that there would be a 
tremendous increase in professional in- 
terest in implant dentures the next few 
vears. This statement seems to be borne 
out (see illustration 


DISCUSSION 


It is safe to assume that a method has 
been established whereby in instances of 
extreme conditions when all other con- 
servative means have failed, surgical im- 
plantation for full lower dentures may be 
attempted. However, to think that surgi- 


cal implantation is a panacea, or that it 
can be used universally at the present 
time is a mistake. The histopathologic 
work that has been done in the field is 
meager and presents a challenge. The 
microscopic picture of what happens 
under the stress of usage for a numbet 
of years would be extremely useful know!- 
edge. With the increased interest in the 
subject, however, such information may 
be forthcoming in the near future. 


SUMMARY 


|. It is questionable whether the lower 
full denture implant technic has been 
developed sufficiently for universal use in 
the profession. 

2. There has been a notable fluctua- 
tion in the interest in the subject gener- 
ally since 1876. The interest rose directly 
with the success obtained in the decades 
as noted. It is also noteworthy that at the 
present time, the interest is at its greatest 
height; this interest may be attributable 
to the advent of the alloy Vitallium and 
the apparent success it has had in its use 
for implants generally. 

3. ‘Time has proved that the more 
inert the metal electrolytically, in relation 
to tissues, the chance of success 
there is in implantation. At the present 
time a  chromium-cobalt-molybdenum 
(Vitallium) seems to be the metal 
of choice for the work. 

+. It is agreed, generally, that the 
double surgical technic is the most ac- 


more 


alloy 


curate and that improper adaptation of 
the metal to the bone was an early cause 
of failure. It is also coming to be ques- 
whether needed or 


tioned screws are 


whether a meshwork base can be sub- 
stituted 
pla jenture p Den. 2:40 
Pa Ww. § and Gord T raical ¢ 
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b. 1953 
? Bodine, R. L., Jr.. and Kotch, R. L. Mandibula 
steal implant denture technique. J. Pros. Den 


sbperios 
4:396 May 1954 


Gee 
at 


». Histopathologic studies are sparse. 
Although there is no evidence of tissue 
reaction in one study, other authors find 
that there are osteoclastic changes where 
the fit, in relation to the bone, is inac- 
curate. These same authors also find that 
there is a downgrowth of epithelium 
around the abutments which eventually 
might cause a tissue exfoliation of the 
implant itself. There is a great need for 
further in vivo studies 
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6. A method for surgical implantation 
of full lower dentures now seems to exist. 
It must be understood that the patients 
must be selected carefully and that the 
profession must be willing to accept some 
failures. There are numerous implant 
dentures which have been in place five 
years or longer, however, so that investi- 
gators can begin to feel a_ certain 
security in recommending the technic 
where all other methods have failed 


Alloys of gallium with powdered metals 


as possible replacement for dental amalgam 


Denton L. Smith, B.S., 


Washineton, D. C 


The metallic element gallium was first 
predicted by Mendeleeff! in 1871 in his 
work on the correlation of the properties 
of the elements with their atomic weights 
It was also predicted at about the same 
time by de Boisbaudran, who concluded, 
while studying the spectral lines of the 
clements, that there was an element 
missing between aluminum and indium 
in the periodic table. Gallium was first 
isolated by de Boisbaudran in 1875." 

The amount of gallium present in the 
earth’s crust is about the same as lead, 
roughly 15 Gm. per ton.* Unlike lead, 
which is concentrated in localized areas, 
gallium is widely distributed. The low 
concentration of the ore and lack of de- 
mand for the metal make gallium rela- 
tively expensive at $2.50 to $5.00 per 
eram.* 


Gallium has several interesting physi- 
cal properties. Its melting point is 
29.78°C. (85.60°F.) ,* whereas its boiling 


and Harold |. Caul, B.S.., 


point is 1,983°C. (3,601°F.) ;° thus gal- 
lium has one of the longest liquid ranges 
of the metals. The metal has a low vapor 
pressure even at high temperatures, a 
pressure of 1 mm. of mercury being at- 
tained at 1,315°C. (2,399°F.).° Gallium 
expands 3.4 per cent in volume during 
solidification, the solid having a density 
of 5.90 Gm. per cubic centimeter. It has 
the property of wetting many materials. 
including tooth structure. The true nature 
of this property has not been determined, 
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but the wetting characteristic is generally 
attributed to a thin oxide film on the 
surface of the metal.® It has also been 
reported that gallium is essentially non- 
toxic.‘ 

This combination of physical properties 
indicates that gallium instead of mercury 
might be used as a component in a 
filling material. Some alloys of gallium 
begin to melt at higher temperatures 
than does dental amalgam. ‘These factors 
make it desirable to investigate its pos- 
sible use in oral restorations. It is ex- 
pected that gallium, instead of mercury, 
might be used as a liquid metal to be 
combined with a powdered metal or 
alloy to form such a filling material. ‘To 
be successful the combination should 
readily mix and condense, preferably 
with the use of implements similar to 
those already familiar to the dentist. The 
gallium alloy should harden at mouth 
temperature within a reasonable length 
of time and possess strength, dimensional 
stability and corrosion resistance equal 
to or greater than those of dental 
amalgam 


MATERIALS AND METHODS 


Gallium metal of 99.9° per cent purity 
was used in the experiments described 
here. Some of the powdered metals and 
alloys used were obtained from labora- 
tory supply houses or powdered metal 
manufacturers; others were obtained by 
alloying and comminuting in the dental 
research section at the National Bureau 
of Standards. All metallic powders 
passed a no. 325 sieve of the U.S. Stand- 
ard Sieve Series. For laboratory control, 
ig and condensing of specimens 
7°C. (98.6°F.), which is above 
the melting point of gallium. Mixing was 
accomplished either in a mortar or in a 
mechanical amalgamator. All the tritu- 
rated mass was condensed. No liquid metal 


all mixir 
} 


was at 


was expressed prior to or during con- 
densation with one exception as noted 
Determinations of the dimensional 


\ATION 


change were made at 37°C. (98.6°F.), 
using unrestricted specimens 10 mm. long 
and 5 mm. in diameter in a differential 
interferometer with a fiducial reading 
15 minutes after mixing was started. The 
compressive strength was determined at 
21°C. (69.8°F.) using cylinders 8 mm. 
long and 4 mm. in diameter. The strength 
of one series of gallium-nickel-silicon 
alloys was determined at 37°C. (98.6°F 
and at 50°C. (122°F.). The rate of load- 
ing of the compressive strength specimens 
in all instances was 80 pounds (36.3 Ke 
per minute. 


RESULTS 


Gallium-Tantalum Mixture * Two mixes 
of gallium and powdered tantalum were 
made, one containing 40 per cent gallium 
and the other 25 per cent gallium. The 
first was mixed with a mechanical amal- 
gamator, the second with a mortar and 
pestle. Both specimens could be packed 
easily. These metals did not alloy. At 
room temperature the specimens hard- 
ened by the freezing of the gallium but 
readily softened when reheated to mouth 
temperature, 


Gallium-Chromium Mixture * Gallium 
and finely divided chromium did _ not 
mix well. A specimen containing 35 per 
cent gallium hardened by the solidifica- 
tion of the free gallium present. As in 
the case of the gallium-tantalum mixture, 
the gallium-chromium specimen softened 
by the melting of the gallium when 
heated to body temperature. A mix con- 
taining 50 per cent gallium was too 
crumbly to pack. 

When these mixtures of gallium and 
chromium were heated over an open 
flame, the two metals combined with an 
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exothermic reaction which caused the 
mass suddenly to become bright red. The 
combination, after cooling, was a black. 
friable powder 


Gallium-Molybdenum Mixture * Pow- 
dered molybdenum was mixed with 35. 
1) and 50 per cent gallium, respectively, 
in a mortar and in a mechanical amal- 
gamator. The 50 per cent gallium mix- 
ture was too wet to pack satisfactorily, 
whereas the 35 per cent gallium mixture 
was too dry to pack well. The resultant 
mixtures did not harden during a five 
week period at room temperature. Small 
droplets of what appeared to be gallium 
were observed on the surface of the 
specimens. 

Mixtures of gallium and molybdenum 
also. combined exothermically when 
heated over an open flame to form a 
brittle, black mass. 


Gallium-Silver-Indium Alloys * Silver 
alloys containing 22.5, 30 and 34 per 
cent indium were prepared and chill cast 
into a steel mold. These alloys were then 
comminuted on a lathe. None of these 
alloys when combined with gallium hard- 
ened during storage at 37°C. (98.6° F. 

for one month. The combinations re- 
mained soft and were easily deformed in 
the hand 


Gallium-Gold Alloy * A mixture contain- 
ing 60 per cent precipitated gold powder 
and 40 per cent gallium hardened. These 
components react exothermically to form 
the intermetallic compound AuGag.* The 
rate at which the reaction occurs appar- 
ently is dependent on the temperature at 
which the metals are mixed. Mixing tem- 
peratures of about 22°C. (73°F.)  re- 
sulted in no appreciable heat generation: 
but when the components were mixed at 
a temperature of approximately 55°C 

131°F.) and packed into a 4 by 8 mm 
cylinder containing a thermocouple, tem- 
peratures as high as 450°C. (842°F.) 
were recorded. 
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The blue color, characteristic of 
\uGagz,” extended throughout the speci- 
men. These alloys had a linear expansion 
of about 12.5 per cent during hardening 


Gallium-Cobalt Alloy * A mixture of 40 
per cent gallium with cobalt powder con- 
tracted approximately 3 microns per cen- 
timeter in 24 hours and was stable fo: 
four days thereafter. This is the only alloy 
investigated that contracted during hard- 
ening. The seven day compressive 
strength of this alloy was 12,700 psi with 
a standard deviation of 1,100 psi. This 
low compressive strength makes the gal- 
lium-cobalt alloys unsuitable for oral use, 
but powdered cobalt may be introduced 
into an experimental gallium-powdered 
metal alloy to control an excessive ex- 
pansion. 


Gallium-Nickel Alloys * Nickel powder 
that passed a U.S. Standard Sieve no 
325 combined readily with gallium in 
several proportions. For practical pur- 
poses a gallium content of 20 to 40 per 
cent was desirable. Less than 20 per cent 
gallium resulted in a dry, granular ma- 
terial that could not be packed readily, 
and more than 40 per cent gallium made 
a sloppy alloy that was difficult to han- 
dle 

The data on compressive strength and 
hardness of four gallium-nickel alloys are 
summarized in Table 1. When triturated 
70 revolutions in 30 seconds, the 35 per 
cent gallium alloy expanded from 128 to 
136 microns per centimeter at the end 
of 24 hours and was about constant at 
140 to 149 microns per centimeter from 
two to five days (Fig. 1, Curves | and 2 
Mixing this alloy in a mechanical amal- 
vamator for one minute instead of a 
mortar for 30 seconds resulted in a 24 
hour expansion of about 60 microns per 
centimeter (Fig. 1, Curve 3). This ex- 
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Table 1 ® Compressive strength and Brinell hardness of some gallium-nickel alloys* 


Baby Brinell 
Composition Compressive 
kel th hardness no 
C n ren emorks 
streng 15 Ka. load 
1/16 in. ball 
23 77 14,000 48 Triturated 2 min 
3 Ib. load on pestle 
Specimen 3 days old 
33 67 32,000 o Triturated 2 min 
3 Ib. load on pestle 
Specimen | day old 
35 65 49 006 9 Triturated 1/2 mir 
3 Ib. load on pestle 
Specimen | day old 
44 56 33, 00K 7 Triturated 2 min 
3 Ib. load on pestle 
Specimen | doy old 
62,000 10 As above except exces 
gallium was expressed 
during condensation 
*At e values are individual or average of two determinations 


pansion increased to about 75 microns 
per centimeter after three days and re- 
mained constant for 14 days thereafter. 
Increasing the amount of work done on 
the mix appears to reduce the expansion 
and increase the compressive strength of 
the 35 per cent gallium-nickel alloy. 

Either powdered cobalt or powdered 
silicon reduced the large setting expan- 
sion of gallium-nickel alloys. For example, 
an alloy of 35 per cent gallium, 55 per 
cent nickel and 10 per cent cobalt ex- 
panded about 55 microns per centimeter 
at the end of 24 hours (Fig. 1, Curve 4). 
It continued to expand for about six days 
until a total expansion of approximately 
70 microns per centimeter had occurred. 
No additional expansion had occurred at 
the end of 16 days. A specimen contain- 
ing 36 per cent gallium, 62 per cent 
nickel and 2 per cent silicon expanded 
37 microns per centimeter in 24 hours. 
However, this method of reducing the 
high expansion of the gallium-nickel 
alloys also reduced their strength. A 
comparison of the 24 hour compressive 
strengths is given in Table 2. 


The compressive strength of the 38 per 
cent gallium, 60 per cent nickel and 2 
per cent silicon alloy remained constant 
from 20°C. (68°F.) to 50°C. (122°F. 
The strength of amalgam at mouth tem- 
perature was reduced approximately 2! 
per cent, and at 50°C. (122°F.) the 
strength was decreased about 43 per cent 

Table 3). 

The tarnish resistance of gallium-nickel 
alloy was superior to that of amalgam 
when exposed to ammonium polysulfide 
vapor. The sulfide film that formed on 
the gallium-nickel alloy was easily re- 
moved by wiping with the finger, whereas 
the sulfide film on amalgam was ad- 
herent. 


Gallium-Copper and Gallium-Copper- 
Tin Alloys * Gallium combined with 
copper and copper-tin alloys of several 
compositions. Copper powder and a 
powdered alloy containing 90 per cent 
copper and 10 per cent tin were obtained 
from a manufacturer of powdered metals 
Alloys with compositions corresponding 
to the y (73 per cent copper-27 per cent 
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GAL NICKEL ALLOYS 
GALLIUM-NICKEL~ COBALT ALLOYS 
160 } 
« 
e 
‘ 
» 6 
«4 
5 
we 08 
Fig Dimensiona nangé erdening 
34 ke sna ga m-nicke balt a at 
37°C 98.6°F Cur and 2 5 pe en 
allium-65 per cent nickel triturated 70 re 
t 30 seconds at 3 pound load. Curve 3 
ame as Curves | and 2, except triturated 
t echanical amalaamator. Curve 4: 35 
per nt ga m-55 per cent kel-10 per cent 
balt ¢ + nds at 


tin), 5 (68 per cent copper-32 per cent 
tin), e (62 per cent copper-38 per cent 
tin) and y (41 per cent copper-59 per 
cent tin) phases of the copper-tin phase 
diagram (Fig. 2)* were made and com- 
minuted. The compressive strengths of 
these, when combined with 35 per cent 
gallium. are shown in Figure 3. 


Table 2 ® Effects of addition of cobalt and silicon to 
the compressive strength of gallium-nickel alloys* 
Compressive strength 
Composition 


wt . A Standard 
deviatior 
psi psi 
35 gallium 
65 nickel 39,600 5,500 
35 gallium 
58.5 nickel 31,100 2,300 
6.5 cobalt 
38 gallium 
60 nickel 25,500 800 
2 silicon 


*All specimens made by trituration in a mortar, 70 
n 30 seconds under a 3 pou 


tions 
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The alloy made by the combination of 
gallium and speculum metal (68 per cent 
copper-32 per cent tin) was readily 
mixed and packed and had good strength 
This alloy hardened slowly, as shown in 
the strength-time curve in Figure 4, and 
expanded from 46 to 50 microns pet 
centimeter on hardening (Fig. 5). This 
expansion is less than that of the 35 per 
cent gallium-65 per cent nickel alloy, 
but is still high when compared to the 
expansion of dental amalgam (3 to 13 
microns per centimeter is the range of 
expansion permitted by American Dental 
Association Specification No. 1 for Den- 
tal Amalgam Alloy.)!” The hardness of 
this alloy varied from 100 to 119 (Brinell 
hardness number), which corresponds to 
the upper range of a Type II (medium) 
or the lower range of a Type III (hard 


inlay casting gold alloy.'” 


Gallium-Copper-Beryllium Alloys * Gal- 
lium combined with a powdered copper- 


beryllium alloy (98 per cent copper 2 
per cent beryllium) to form an alloy 


Ray G&G. V. Annotated equ rium diagram 
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Table 3 © Compressive strength lone doy) of amal- 
gom and an alloy of 38 per cent gallium, 60 per cent 
nickel, and 2 per cent silicon at 21°C., 37° C. and 50 
C. (70°, 99° and 122° F.) 


38% gallium, 60% nickel 
and 2% silicon 


Temp Amalgam* 
Average 
deviation 
P psi 
21 49,500 25,500 800 
37 39,0007 26,700 1,300 
50 28,600T 25,200 2,000 
*Alloy composition—silver 70.3 per cent opper 2.4 
per cent, tin 25.5 per cent and zinc |.8 per cent 
‘Average of two determinations 


~ 
t 
; 
1955 


that hardened rapidly. The compressive 
strength (average of two specimens) of 
this copper-beryllium alloy when com- 
bined with 35 per cent gallium was 
19,500 psi at one hour and 18,500 psi at 
24 hours. This would indicate that little 
or no reaction between the gallium and 
copper-beryllium alloy occurred after one 
hour. This does not agree with the data 
on dimensional change on hardening as 
shown in Figure 6. The technic for pre- 
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paring the compressive strength speci- 
mens was the same as that for Curve 1, 
Figure 6. Different trituration times used 
in preparing this alloy resulted in dif- 
ferent rates at which the expansion oc- 
curred (Fig. 6). The discrepancy in the 
order of the expansion curves was not in- 
vestigated because the alloy had unsatis- 
factory compressive strength. 
When the gallium content 
creased to 40 per cent, tiquid gallium 


was in- 
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squeezed out of a one hour old specimen 


during crushing. This specimen liad a 
compressive strength of 14,000 psi. 


Gallium and Commercial Dental Amal- 
Alloys 


cam Gallium was combined 


with commercial dental amalgam alloys 
The composition limits of the commer- 
the 
American Dental Association Specifica- 
tion No. | Dental Amalgam Alloys 
first revision).'” that 


cial dental amalgam were those of 


for 


is, silver 65 per 
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SETTING EXPANSION 
GALLIUM-COPPER-TIN ALLOY 


EXPANSION—MICRONS PER CENTIMETER 


16 20 


24 28 32 36 


TIME — HOURS 


hardening 
(68 per cent 


meta 


cent minimum, tin 25 per cent minimum, 
copper 6 per cent maximum and zinc 2 
per cent maximum. 

The combination of gallium with com- 
mercial dental amalgam alloys was un- 
satisfactory. The compressive strength of 
these alloys when mixed with gallium 
varied from a maximum of 14,000 psi 
after one week for a specimen contain- 
ing 20 per cent gallium, with a powdered 
alloy containing 69.1 per cent silver, 26.8 
per cent tin, 2.8 per cent copper and 1.4 
per cent zinc, to a minimum of 1,000 psi 
after one day when 35 per cent gallium 
was triturated with an alloy containing 
74.5 per cent silver, 25 per cent tin and 
0.5 per cent zinc. Trituration in all in- 
stances was in a mortar using 70 revolu- 
tions in 30 seconds with a 3 pound load 
on the pestle. The one day compressive 
strength of the 74.5 per cent silver, 25 
per cent tin, 0.5 per cent zinc alloys, 
when combined with gallium in this man- 
ner, decreased with an increasing gallium 
content, as shown in Figure 7. The com- 


of three 


spec of 35 per cent 
copper-32 per cent tin) 


men 


pressive strength of any of these alloys is 
too low for use in the mouth. 


DISCUSSION 


This investigation indicates that pow- 
dered, face-centered cubic metals such 
as gold, nickel, copper and some inter- 
metallic compounds of copper and tin, 
when triturated with gallium, will harden 
mouth temperature. Pow- 
dered, body-centered cubic metals such 
as tantalum, chromium and molybdenum, 
when triturated with gallium, if they 
harden at all, do so too slowly to be of 
practical value. 

The strength of alloys containing 35 
per cent gallium-65 per cent copper, 35 
per cent gallium-65 per cent speculum 
metal, 35 per cent gallium-65 per cent 
nickel is adequate for oral use, but the 
expansion on hardening may be excessive, 
as Clinical experience with alloys having 
a setting expansion of about 50 microns 
per centimeter (35 per cent gallium-65 
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Fig. 7 * Compressive strength at 24 hours of gallium-silver-tin-zinc 
mixtures (powdered alloy composition, silver 74.5 per cent, tin 25 
per cent, zinc 0.5 per cent). Specimens triturated 70 revolutions in 
30 seconds with 3 pound load 
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per cent speculum metal) has not been 
reported. 

The wetting action of gallium should 
give good adaptation when the alloy is 
condensed in a cavity. Packing a 35 per 
cent gallium-65 per cent nickel alloy into 
a glass tube gave a mirrorlike appearance 
to the inside of the tube. This wetting 
action was also a_ handicap when 
handling gallium alloys. The glass and 
metal mixing and condensing instruments 
became coated with gallium alloy; there- 
fore, cleaning was difficult. Since gallium 
does not wet wax and waxlike materials 
and smooth surfaces of some resins such 
as Teflon and nylon, it may be possible 
to make satisfactory mechanical amalga- 
mator capsules and pluggers from these 
resins. 

The indication that gallium alloys re- 
tain their strength at mouth temperature 
and above, whereas amalgam does not. 
may be significant. Failure of amalgam at 
the margins of a restoration may be due, 
in part, to the reduced strength of the 
amalgam at body temperature. 


SUMMARY 


The following alloys of gallium with 
powdered metals and alloys have been 
made and found to harden at room or 
body temperature: 40 per cent gallium- 
60 per cent gold, 35 per cent gallium-65 
per cent nickel, 38 per cent gallium-60 
per cent nickel-2 per cent silicon, 35 per 
cent gallium-55 per cent nickel-10 per 
cent cobalt, 35 per cent gallium-65 per 
cent copper, 40 per cent gallium-60 per 
cent-cobalt; and 35 per cent gallium with 
the following copper-tin alloys: 90 per 
cent copper-10 per cent tin, 73 per cent 


copper-27 per cent tin, 68 per cent 
copper-32 per cent tin (speculum metal), 
62 per cent copper-38 per cent tin and 
tl per cent copper-59 per cent tin. 

Mixtures of gallium with tantalum, 
chromium, molybdenum and some com- 
mercial amalgam alloys would not harden 
or were too weak to be of any practical 
value. 

The 40 per cent gallium-gold alloy 
reacted exothermically under certain 
conditions and therefore was impractical 
for oral restorations. 

The 35 per cent gallium-nickel alloy had 
good strength and hardness but expanded 
140 to 149 microns per centimeter in two 
days. The expansion was reduced to 
about 75 microns per centimeter by in- 
creasing the amount of work done on the 
mix during trituration. 

Cobalt powder or silicon powder added 
to gallium-nickel alloys also reduced the 
expansion, but the one day strength of 
the alloy was decreased by this treat- 
ment. 

The 35 per cent gallium-speculum 
metal alloy had good strength and hard- 
ness but set slowly. It continued to gain 
strength during 10 days storage at body 
temperature. This alloy had a setting 
expansion of 46 to 50 microns per centi- 
meter 

Gallium alloys have been made with 
some physical properties that are ade- 
quate for oral restorations. However, 
sufficient data on the physical properties 
of gallium-powdered metal alloys are not 
available to recommend any so far in- 
vestigated as possible replacements for 
dental amalgam. Prior to any such recom- 
mendation, the alloy or alloys must be 
assessed biologically. 


The Uses of Neurotic Symptoms * Neurotics more than others attempt to travel first class in 
life on what often turns out to be a third class ticket. Their symptoms may be their principal 


assets. Carl Lambert. 
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Fluoridation: observations 


of a German professor and public health officer 


Heinrich Hornung, M.D., Kassel-Wilhelmshohe, Germany 


lhe fluoridation of public drinking water and the controversy caused by the adoption 
of the process has become of international interest. This fact is additionally evidenced 
by a letter recently received by Frederick S. McKay from Heinrich Hornung, M.D., 
assistant professor (Dozent), of Kassel-Wilhelmshohe, Germany, and an experienced 
pubiic health officer of that country. Because Dr. Hornung’s observations of the bene- 
fits of fluoridation and because his reactions to the efforts of antifluoridationists in 
both America and Germany are interesting and enlightening, his letter to Dr. McKay 


is herewith published 


In The New Leader of January 2, 1956, I 
found a nonsensical article by James Rorty 
opposing fluoridation of drinking water. Again 
and again, this article quotes Dr. Nesin and 
mentions 70 instances of poisoning assumedly 
caused by fluoridation of drinking water in 
Highland Park and in Saginaw. The poisoning 
supposedly was affirmed and determined by 
Dr. Waldbott. I wish to give you the details 
on these 70 instances 

As you know, I traveled through the United 
States, having been invited by the U. S. De- 
partment of State, to study thoroughly the 
fluoridation of drinking water. I was interested 
in contacting opponents of fluoridation, and, 
therefore, I visited Dr. Waldbott in Detroit. 
I wanted to know the real reason for his oppo- 
sition to fluoridation because The Fluoridation 
News published by Dr. and Mrs. Waldbott 
cannot be considered as a scientific periodical ; 
it is purely a polemical publication. 

For two days, I was Dr. Waldbott’s guest, 
and I state frankly that I liked Dr. and Mrs. 
Waldbott. I still consider Dr. Waldbott an 
eminent scientist in the field of allergy. I am 
sorry that I am unable to say the same with 
regard to his activity and knowledge in the 
field of fluoridation. On the question of fluori- 
dation, his scientific reasoning is tarnished 
constantly by an emotional bias. During our 


conversations, he mentioned frequently the 70 
cases of poisoning caused by fluoridation and 
repeatedly stated that the U. S. Public Health 
Service “had been bribed by the sugar and 
aluminum industry,” and, therefore, did not 
find it necessary to investigate these cases 
scientifically. I then explained that I was a 
public health officer and that I was visiting 
the United States mainly to obtain all infor- 
mation available on fluoridation of drinking 
water. 

How were the data on those 70 cases estab- 
lished? Dr. Waldbott distributed a question- 
naire in which “leading” questions were listed, 
and whenever a single one of these questions 
was answered positively by one of the recipients 
of the questionnaire (mostly elderly ladies), 
this was recorded as proof of poisoning by 
fluoridation. Although during our discussions, 
Dr. Waldbott had described Spira as unscien- 
tific, the symptoms listed in the questionnaire 
conform generally with those given by Spira. 
The symptoms, described as those of a “chronic 
fluorine poisoning,” for the first recorded 18 
cases read as follows: “Numb in half of my 
hands” (Mr. R.M.), “My memory got bad” 
(Mrs. H.E.J., Mr. R.H.), “I did not feel re- 
freshed in the morning as I used to” (Mr. 
R.M., Mr. W.S.), “I cannot hold the songbook 
in church” (Mrs. F.McC.), “My nails split, 
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peel, break off and become ridged” (Mrs. 
C.M.), “I feel exhausted, dripping with per- 
spiration after walking two and a half blocks” 
(Mrs. W.E.), ““My legs buckle under me” (Mr. 
R.M.), “I have difficulty in getting out. of 
bed” (Mrs. M.R.E.), “I have flimmering in 
both eyes” (Mrs. R.J.G.), “My head is foggy, 
and my thinking not clear” (Mrs. H.N.), and 
“TI can climb stairs more easily after changing 
to fluorine-free water” (Mrs. M.R.E., Mrs. 
W.E.A.). 

During a luncheon in Bartlett, Texas, where 
the drinking water contains 8 ppm fluorine, I 
requested that the mayor of Bartlett read the 
symptoms listed in Waldbott’s questionnaire. 
I wanted to ascertain whether such symptoms 
occur in a town with a comparatively high 
fluorine content in its water supply. The re- 
sponse was hilarious. A participant in the dis- 
cussion declared laughingly: “Now I know 
why my bulldogs can’t catch the ball.” 

After my return to Germany, I tried to estab- 
lish that the symptoms listed in the 70 case 
histories were irrelevant, and that the ques- 
tionnaire contained “leading” (suggestive) 
questions. I translated the questionnaire. The 
symptoms listed in my questionnaire, based 
on Dr. Waldbott’s method, read as follows: 
Numbness in thumb, forefinger and middle 
finger immediately after wakening in the 
morning; numbness in thumb, little finger or 
end phalanx of forefinger; small black moving 
spots in the field of vision; chronic skin 
erosion; hypersensitivity of mucosa and burn- 
ing sensation in both eyes: eczema between 
fingers and toes; itching; dryness in the oral 
cavity ; brittle nails; hives; gastritis and atrophy 
of the liver, especially during summer; dull 
headaches in forehead; pains in the cranial 
region; backache; falling out of hair; pains 
in arm and ankle joints; frequent disturbance 
of the faculty of thinking, and improvement 
immediately after change of domicile. 

My questionnaires were distributed in Mar- 
burg, Germany, a city where drinking water 
contains hardly any fluorine (0.2 ppm) but 
where it has been chlorinated for years. I re- 
placed the terms “fluoridation” and “fluorine” 
with “chlorination” and “chlorine.” I 
promptly received 50 answers, of which 25 
would have been recorded by Dr. Waldbott as 
established cases of poisoning. It already has 
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been established that chlorination of drinking 
water does not and cannot produce poisoning 
Therefore, it can be assumed that the positive 
answers received to Dr. Waldbott’s question- 
naire are nothing but the product of sugges- 
tion by “leading’’ questions. The 70 cases of 
chronic poisoning, claimed to be caused by 
fluoridation, never existed. 

It is rather amazing that in view of the 
unscientific method used in collecting the 
data, Dr. Waldbott found no more than 70 
cases. 

The radio announcer McCarthy of Cincin- 
nati, who stated to me that he cannot tolerate 
American beer any longer because of its high 
fluoride content, which he personally had 
established, is certainly a victim of the same 
suggestive process. German beer, with allegedly 
a lower fluorine content, did not affect him 
“that way.” 

Characteristic of the general attitude of 
opponents of fluoridation was the question 
which Dr. Waldbott asked me: “How much 
American money did you receive to introduce 
fluoridation in Kassel?” He was amazed when 
I stated the plain truth: “Not a single cent.” 

The assumption that fluoridation of drink- 
ing water is nothing but a political attempt 
by the American Communists can be disproved 
easily by the fact that the Communists were 
among the opponents to fluoridation in Kassel. 

The American Dental Association and the 
public health authorities are fully justified in 
their contention that Dr. Waldbott presented 
no proof to substantiate his belief that chronic 
poisoning had been caused by water fluorida- 
tion, and those organizations, therefore, should 
proceed with their program. 

After two and a half years of fluoridation 
of drinking water in Kassel, evidence of its 
extraordinary effect can be established by 
recording that the increase in caries (DMF 
established in 300 school children of the con- 
trol school (without fluoridation) was twice 
as large as that in the same number of school 
children examined in the section of the city 
where the drinking water was fluoridated. 

I feel sorry for the population of those cities 
where the fluoridation of the water supply has 
been rejected on the basis of such unscientific 
propaganda. 
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The Evanston dental caries study 


XVI. Reduction in dental caries attack rates 


in children six to eight years old 


I. N. Hill, D.D.S.; ]. R. Blayney, D.D.S., and 


W. Wolf, B.S., Chicago 


Although the Evanston, Ill, water has 
been fluoridated since February 1947 it 
has not been possible, until 1955, to 
study the dental caries experience rates of 
children exposed to fluoridated water dur- 
both the prenatal and postnatal 
periods. In a previous report from this 


ing 


study’ the dental caries experience rate 
of the permanent teeth of six to eight year 
old children in 1946 before 
fluoridation was 149.76 per hundred chil- 
dren. In 1951, after four and a half years 
of fluoridation, the dental caries expe- 


examined 


rience rate of a group of children of com- 
parable age was 80.24 per hundred chil- 
dren. In 1952 a group of 12 to 14 year 
old children exposed to fluoridated water 
for about five and a half years had a den- 
tal caries experience rate 18 per cent 
lower than a comparably aged group of 
children examined in 1946 before fluori- 
dation of the water supply.* 

This paper will deal with that group of 
six to eight year old children who were 
exposed to fluoridated water during both 
the prenatal and postnatal periods. 


METHOD 


The accumulation of data pertaining to 
the dental caries experience rates began 
in 1946. Dental examinations are con- 
ducted yearly in the Evanston schools. 
Roentgenograms of all teeth are taken for 


cach child to supplement the clinical 
examination, 

The tabulations and grouping of the 
data on code sheets and punch cards are 
provided by the Department of Vital Sta- 
tistics of the Illinois State Department of 
Health. Whereas all clinical examinations 
are done by staff dentists and all material 
pertaining to the dental findings are 
studied by the dental members of the 
team, the statistical evaluations are made 
by a trained statistician. 

The schema, Figure 1, shows the age 
groups examined each year of the study 
and the number of years of exposure to 
fluoridated The program was 
altered in 1956 when it became apparent 
that the City of Chicago would fluoridate 
its water supply. As the water of the con- 
trol area, Oak Park, is supplied by the 
City of Chicago, the second Oak Park den- 
tal examination was commenced earlier 
than shown in the schema. Inasmuch 
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the Oak Park examinations will not be 
completed until the latter part of 1956 
the findings will be reported at a later 
date. 


FINDINGS 


The Evanston six year old group (rang- 
ing in age from 67 to 78 months) 


examined in 1955 had a dental caries 
experience rate in the permanent teeth of 
6.58 per hundred children (Table 1). 
These children were exposed to fluoridated 
water during their entire prenatal and 
postnatal life. When the dental caries ex- 
perience rates of these children are com- 
pared to those of children of the same age 
examined in 1946, prior to fluoridation, 
a difference in rates amounting to 80 per 


ndicate childrer 


examination 


cent is revealed. It is anticipated that 
there will be no further reduction in the 
caries experience rates of children of 
comparable age exposed to the fluori- 
dated water for a like period. 

The majority of the seven year old 
children (ranging in age from 79 to 90 
months) were exposed to fluoridated 
water during the prenatal and postnatal 
periods. A few of the children 90 months 
old examined in the 95th month of fluori- 
dation, however, were exposed to the 
fluoridated water beginning with the fifth 
month of intra-uterine life. The dental 
caries experience rate of the 1955 seven 
year old children was 73 per cent lower 
than the rate of the seven year old chil- 
dren examined in 1946. A greater reduc- 
tion in dental caries experience rates for 
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children of this age but with exposure to 
fluoridated water during their entire pre- 
natal and postnatal life may be realized. 

Some of the eight year old children 
ranging in age from 91 to 102 months 
were exposed to the fluoridated water be- 
ginning as early as the sixth month of 
intra-uterine life and others as late as the 
seventh month of postnatal life. The 
eight year old group, with a reduction of 
4 per cent when compared to the 1946 
eight year old group before fluoridation, 
did not demonstrate as great a percentage 
difference as did the six and seven year 
old groups. For all three ages, however, 
the differences are statistically significant. 
It is anticipated that when those children 
who have been exposed to fluoride their 
entire lives reach the eighth year of age, 
their DMF rate will be reduced to a level 
below that experienced by the present 
eight year old group. 

When the Evanston rates are com- 
pared to those of Aurora, IIl., where the 
water contains 1.2 ppm fluoride (F) 
naturally, it is noted (Fig. 2) that the 
dental caries experience rate per child 
in the six and seven year old groups, 1955, 
is below that of Aurora for 1945 to 1946.* 
The rate of the Evanston tight year old 
is slightly greater than that of the Aurora 
eight year old. 

Saliva specimens have been collected 
on 10 per cent of the children examined 
since the beginning of the study in 1946. 
A relationship between the lactobacillus 
colony count and the untreated dental 
caries rate was noted in that the children 
with low lactobacillus counts had fewer 
untreated carious surfaces than children 
with higher colony counts.* The shifts in 
the proportion of children in the high, 
moderate and low lactobacillus divisions 
were assumed to be related to the sodium 
fluoride in the water supply.* It is noted 
in Table 2 that a further shift has taken 
place in 1955, in that the number of chil- 
dren in the high count group has again 
been lowered. The decrease in instances 
associated with the high division is sta- 
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tistically significant when the years 1946 
and 1955 are compared. The decrease in 
the moderate division did not prove to be 


significant when subjected to statistical 
evaluation. Again the increase in the 
number of children in the 1955 low 
division over 1946 is significant statisti- 
cally. 

The permanent tooth surfaces with 
pre-carious lesions (that is, those deep 
pits, fissures and grooves where a ques- 
tionable etching along the peripheral 
border was present, or questionable soft 
material was demonstrable at the base of 
the pit, fissure or groove and yet there 
was no frank caries present) were re- 
duced about 79 per cent when the three 
ages were grouped as in Table 3. Sepa- 
rately the six year old children with a 
rate of 50.32 in 1946 and a rate of 7.41 
in 1955 showed the greatest percentage 
change, a reduction of 85.27 per cent. 
The seven and eight year old children 
had comparable percentage differences of 
77.38 and 77.67 per cent. 

The rates associated with the deciduous 
teeth of the six to eight year old children 
in Evanston fluctuated from 1946 
through 1953 and did not indicate any 
trend. In 1953, however, the six year old 
children showed a reduction in dental 
caries of the deciduous teeth, considered 
to be borderline when tested for statistical 
significance. The reductions in the de- 
ciduous dentition dental caries experience 
rates of the 1955 six, seven and eight 
year old children were such that they 
were found to be statistically significant 
(Table 4). 

The number of immune deciduous 
dentitions per hundred children has in- 
creased by about 50 per cent for the three 
ages as a group (Table 5). Separately, 
the greatest increase is with the eight year 
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old children where an increase of 9 im- 
mune dentitions per 100 children, or a 
percentage increase of 155 per cent, is 
noted. Only dentitions demonstrated by 
clinical and roentgenographic examina- 
tion to be free from caries or fillings in 
the deciduous teeth were considered. The 
prescribed number of films, six anterior 
apical and two posterior bitewing films 
showing all proximal areas, were taken 
and examined before the dentition was 
considered immune. The _ differences 
shown in Table 5 are significant statisti- 
cally. The rates and percentage changes 


Table 1 ¢ Decayed and missing (extracted due to caries) 


Time of exposure 


for the group for 1946 and 1955 are sum- 
marized in Table 6. 


DISCUSSION 


The question may be asked, “Why would 
continuous resident Evanston children 
drinking water with an added fluoride 
have a lower dental caries experience rate 
than continuous resident Aurora children 
drinking naturally fluoridated water?” 
This may be explained partly by calling 
to mind the health education that has 
been given in the last nine years in which 


and filled permanent teeth—rate per hundred children 


Ages 


Year No. to 1 ppm of F | 

examinations i ened 6 years old 7 years old | 8 years old 6-8 

| (67-78 months) | {79-90 months) | (91-102 months) | years old 
1946 1,991 None (base line) 46.85 153.49 249.93 149.76 
1948 2,034 12-22 23.54 103.58 194.09 92.07 
1950 1,244 35-46 15.33 80.93 153.52 83.26 
1951 1,853 47-58 12.36 66.97 161.40 80.24 
1953 1,457 71-82 14.73 $3.35 122.49 63.52 
1955 1,376 95-106 6.58* 40.95* 114.04* 53.86* 
*Difference between 1946 and 1955 rate is significant statistically. 
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Table 2 ¢ Distribution of children in low, moderate and high lactobacillus count divisions (1946-1955) 
Lactobacillus counts 
| 
6-8 year old children Low Moderate High 
(0-9999 per ml.) (10,000-49,999 per mi.) ($0,000 and over per mi.) 
. 

1946 66.13 21.37 12.50 

1947* 63.51 22.97 13.52 

1948 63.57 23.57 12.96 

1950 70.68 25.45 3.97 

1951 64.35 30.22 5.43 

1953 63.52 27.45 9.03 

1955 80.127 16.25 3.50} 

74 3 
4 y 


dental hygiene, the value of proper diet 
and the curtailment of certain quick 
energy foodstuffs as an aid in retarding 
tooth decay, have been stressed. Advertis- 
ing has focused the attention of the family 
on the value of using certain tooth pastes 
to “beautify and protect the teeth and 
purify .the breath.” Should a dental 
examination be conducted on continuous 
resident Aurora children at the present 
time, probably a rate lower than the 1945 
to 1946 rate would be realized. 

Fluorine or fluorides are not expected 
to stop or prevent totally tooth decay of 
the inhabitants of a fluoridated area but 
to help retard the process. Although all 
of the studies now in progress show that 
water fluoridation will give a satisfactory 
result, it should be pointed out to the 
dental profession and to the general 
public that fluoridation is only one fac- 
tor in the control of dental decay. 


It is readily observed (Table 4) that, 
until 1955, the rates associated with the 
deciduous teeth of the Evanston children 
were not reduced materially as the period 
of fluoridation increased. This may be ex- 
plained by pointing out that the deciduous 
teeth of the six to eight year old children 
examined from 1946 through 1953 (ex- 
cepting the six year old children of 1953) 
were formed and erupted before fluoride 
was added to the water. It is also noted 
that the six to eight year old children 
from 1946 through 1953 would probably 
have had many restorations and treat- 
ments completed in the deciduous denti- 
tion and therefore would not show any 
great reduction but only slight fluctua- 
tions in the rates from year to year. On 
the other hand, the permanent teeth 
which were gradually replacing the de- 
ciduous teeth were exposed to the F ion 


by tissue fluids during formation and 
Table 3 © Permanent tooth surfaces with pre-carious lesions —rate per hundred children 
Ages 

tess Number of | Months of exposure 
- examinations to | ppm F 6 years old 7 years old 8 years old 6-8 

(67—78 months) (79-90 months) (91-102 months) years old 
1946 1,991 None (base line) 50.32 96.83 107.65 84.93 
1948 2,034 12-22 19.70 63.00 68.63 50.44 
1950 1,244 35-46 12.33 41.75 36.72 30.27 
1951 1,853 47-58 10.52 28.38 47.9) 28.94 
1953 1,457 71-82 9.26 13.57 31.12 17.98 
1955 1,376 95-106 7.4\* 21.90* 24.04* 17.78* 


*Difference between 1946 and 1955 rates is statistica 


y sign ficant 
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vial Table 4 @ De i and extracted (due t wv ind filled deciduous teeth-—rate per hundred children 
Ages 
Jur t Months of exposure 
’ examinations to | ppm F 6 years old 7 years old 8 years old 6-8 

(67-78 months) (79-90 months) (91~102 months) years old 

[ 1946 1,991 None (base line) 482.86 550.06 577.17 536.70 

1948 2,034 12-22 507.80 541.05 620.22 556.35 

ik a 1950 1,244 35-46 478.37 668.04 653.51 599.89 

1951 1,853 47-58 449.63 558.26 674.57 560.82 

i 1953 1,457 71-82 432.78 517.84 598.59 520.86 
aa 1955 1,376 95-106 309.47* 405.00* 470.64 395.04* 

significan 


eruption and did have some protection as 


evidenced in the lowered dental caries 
experience rates. It was not until 19553, 
however, that a portion of the six year old 
group was exposed to fluoridated water 
during the calcification and formation 
periods of the deciduous teeth. These 
children did reduction in the 
dental caries experience rates of the de- 


show a 
ciduous teeth which was considered to 
be of borderline statistical significance. 

In 1955. the six to eight year old chil- 
dren examined, with the exception of a 
small segment of the eight year old chil- 
dren, had been exposed to fluorine during 
their entire prenatal and postnatal life. 
As the deciduous teeth of the majority of 
these children were developed and ma- 
tured under the influence of the F ion, 
it is logical to assume that the deciduous 
teeth would be more resistant to dental 
decay and would have a lower dental 
caries experience rate than those of chil- 
dren examined during the years shortly 
after the fluoridation program was insti- 


Immune 


Table 5 


jeciduous dentitions at the time of dental examination 


tuted. This supposition is borne out by 
the figures shown in Table 4, in which 
significant reductions are shown for the 
six, seven and eight year old children of 
1955. Any reduction of rates associated 
with the deciduous teeth during the first 
few years of fluoridation would be diffi- 
cult to explain, as the topical application 
of sodium fluoride, although a proved 
method to retard decay, had been cur- 
tailed in Evanston, except in 
recorded instances. 

The fluoridation of communal water 
supplies continues to be criticized by op- 
ponents. It is interesting to note, how- 
ever, that fluoridation has the support of 
the American Medical Association and 
that as recently as November 1955 the 
North Suburban Branch of the Chicago 
Medical Society approved fluoridating 
the water supply of Wilmette, Ill. The 
pediatricians of Evanston, IIl., have seen 
no physical changes or differences be- 
tween their young patients of Evanston 
receiving fluoridated and_ those 


isolated 


water 


rate per hundred children 


Ages 
Number of | Months of exposure 

Year | examinations io | ppm F 6 years old 7 years old 8 years old 6-8 

(67-78 months) | (79-90 months) (91-102 months) | years old 
1944 1991 None (base line) 21.04 11.33 6.09 12.82 
1948 2,034 12-22 15.87 8.71 8.18 10.92 
1950 1,244 35-46 13.17 3.87 4.30 7.11 
1951 1,853 47-58 16.79 10.66 5.74 11.06 
1953 1,457 71-82 14.73 13.01 9.84 12.53 
1955 1,376 95-106 24.49* 17.86* 15.53* 19.29* 
. tweer 44 and 1955 rates atistically significant 
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Table 6 © Per cent reduction (R) or increase (I) ir yrie ittack rate 
6, 7 and 8 year old children as a group 
Rate per hundred childrer 
ference 
1946 1955 
' 
DMF permanent teeth 149.76 53.86 R) 64.11 
ief deciduous teeth 536.70 395.04 R) 26.4 
Immunities, deciduous teeth 12.82 19.29 50.4 
Permanent tooth surfaces with 
pre-carious lesions 84.93 17.78 R) 79.07 
from nearby communities where the the low lactobacillus count division in 


water is free of fluorine. 

Questions have arisen about the effect 
of water fluoridation on the oral struc- 
tures, specifically in regard to gingivitis, 
calculus, pulp nodules, cysts and alveolar 
bone resorption. In a recent publication® 
the significant 
differences in the oral conditions between 


investigators found no 
the residents of two cities in Texas. one 
with fluorine 
in its water supply and the 
other with a low ‘0.4 


ppm). 


a high concentration of 
8.0 ppm 
fluorine content 


SUMMARY 


1. The reduction in the dental caries 
experience rates of the permanent teeth 
of the six to eight year old Evanston chil- 
dren after about eight and a half years of 
water fluoridation is 64.11 per cent. The 
six year old children had a reduction of 
85.96 per cent; the seven year old chil- 
dren, 73.32 per cent, and the eight year 
old children, 54.37 per cent. 

2. The six and seven year old children 
had a permanent teeth dental caries expe- 
rience rate slightly below the rate of the 
1945 to 1946 Aurora six and seven year 
old children. The Evanston rate for eight 
year old children was slightly higher than 
the Aurora rate for eight year old chil- 
dren. 

3. A statistically significant increase 
was found in the number of children in 


1955. The decrease in the number of chil 
the high 
division, when results in 1955 and 1946 


dren in lactobacillus count 
are compared, is significaht statistically 
The increase in the number of children 
the 


represents 


division 
the 


lactobacillus count 
shifts 
moderate and high count divisions 


in low 


of children from 

t. The number of tooth surfaces with 
pre-carious lesions is reduced by about 
79 the three 
Separately, 


per cent when ages 


the 
year old children showed a reduction of 


are 
grouped together SIX 
85.27 per cent and the seven and eight 
year old children, 77.38 and 77.67 per 
cent, respectively. 

5. The deciduous teeth dental caries 
rates are reduced 26.40 per cent for the 
combined group in 1955. Separately, the 
six year old children showed a reduction 
of 35.91 per cent; the seven year old chil- 
dren, 26.37 per cent, and the eight year 
old children, 18.46 per cent. The changes 
are considered to be significant statisti- 
cally. 

6. 
dentitions at the time of examination in- 
creased 50.47 per cent for the six to eight 


The number of immune deciduous 


year old children. The greatest percent- 
ave increase, that of 155.00 per cent, was 
associated with the eight year old group 


Jr. Ora € 
water supply. J.A.D.A 
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Reports of Councils and Bureaus 


COUNCIL ON FEDERAL DENTAL SERVICES 


Statement of the Association 


on civil defense 


The Military Operations Subcommittee of the Committee on Government Operations 
of the House of Representatives for the past several months has been studying the 
nation’s civil defense program with the view of recommending legislation which will 
delineate clearly the role of the federal government in civil defense. Testimony was 
obtained by the Committee from outstanding scientists, military leaders, represent- 
atives of the principal federal agencies concerned, officials of state and local civil 
defense units and representatives of private organizations including those of the health 
professions. The American Dental! Association, at the request of Representative Chet 
Holifield, chairman of the Military Operations Subcommittee, filed the following 
statement which was prepared by the Council on Legislation in cooperation with the 
Subcommittee on Civil Defense of the Association. 

John G. Carr, D.D.S., chairman, Subcommittee on Civil Defense, Council on 
Federal Dental Services 


No program, perhaps, is more vital to the tion’s Committee, consisting of three mem- 
American people than that of civil defense. bers, has been charged with the responsibility 
The American Dental Association, its con- of developing overall policies and programs 
stituent and component societies, and its mem- for the participation of the dental profession 
bership of some 85,000 dentists are aware of — in the casualty care program of civil defense. 
the necessity to prepare to meet the ever pres- It is further charged with the function of ad- 


ent threat of civil emergency. We believe it vising with state and local societies in the 
timely that this Committee has entered into development of civil defense and casualty care 
an evaluation of the organizational approach programs on the local level. The Committee, 


to this problem with a view toward recom- in discharging these duties, maintains close 
mending legislation through which national, liaison with the American Medical Associa- 
state and local activities can be better co- tion, the Federal Civil Defense Administration 
ordinated toward achieving the common ob- and other federal agencies operating in this 
jective of preparedness against an enemy at- area. 

tack. The Association’s Civil Defense Committee 


The trust lodged in the health professions gives continuing study to the problem of disas- 
by the public involves a special responsibility ter casualty care and to the role of the den- 


in matters involving civil defense. This re-  tist in any program designed to supply that 
sponsibility has been readily accepted by the care. It has, in consultation with the Federal 
dental profession. Since 1950, the dental pro- Civil Defense Administration, assisted in defin- 


fession has had an active program of training ing the role of the dentist in such programs 
and participation in civil defense activities and in the preparation of training guides to 
and in particular, in emergency casualty care. qualify individual members of the profession 
This program is centered in a Committee on for the functions and _ responsibilities they 
Civil Defense within the Association’s Council will be called upon to assume in a civil emer- 


on Federal Dental Services with similar com- gency. The Committee has supplied much of 
mittees operating within the great majority the leadership in alerting state and local den- 
of our state and local societies. The Associa- tal societies to their opportunities in contribut- 
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ing to the civil defense effort. It has sponsored 
seminars and has encouraged the use of special 
exhibits on civil casualty procedures 
at the scientific sessions of the Association and 
its constituent societies 


defense 


It has made availabie 
to the profession special courses in casualty 
care sponsored by the F.C.D.A. It has pub- 
lished articles and suggested training programs 
on this subject for distribution to state and 
local socicties and has participated actively 
in special F.C.D.A. programs such as the 
emergency hospital program. In addition, it 
has alerted other agencies of the Association 
to contributions that be within 
their jurisdiction; for example, the inclusion 
of emergency casualty care in the professional 
training of dental students. The Committee 
tends to intensify its activities in the months 
ahead stressing, in particular, programs de- 
signed to give training in casualty care pro- 
cedures to the individual dentist 


could made 


in- 


Should a civil disaster be visited 


upon us, 
one of the major problems will be that of 
caring for the mass of casualties resulting 
therefrom. At that time, our total health 


resources will be taxed to capacity. Thus, it is 
necessary to train persons other than physicians 
who might be fitted by training and experience 
to assume part of the medical responsibilities 
involved in treating Dentists 
peculiarly suited for such responsibility. Their 
training in dental school; their daily handling 
of patients with the whole range of dental dis- 
ease, aggravated, at times, by medical ills: 
their experience in handling pain; their expe- 
rience in giving anesthetics and taking x-rays 
their training in hospital procedures; their 
daily surgical experience; and their frequent 
consultation with physicians with respect to 
the total health of patients all attest to the 
qualifications of the dentist to assist the physi- 
cian in casualty care and to assume important 
responsibilities in this area. The Federal Civil 
Defense Administration has recognized this 
training and aptitude of the dentist and has 
assigned him to the position of “auxiliary 
surgeon” at first-aid stations and in hospitals. 

The duties assigned the dentist in casualty 
care are extensive. He will be expected to 
assist the physician in the treatment of burns: 
surgical of wounds; maintenance of 
airways; splinting of fractures; treatment of 
shock and pain; administration of narcotics 
and antibiotics; administration of blood, 
plasma and plasma expanders; administration 
of care to those suffering radiation injuries; 
administration of anesthetics; taking of x-rays: 
as well as the performance of many similar 
medical procedures. Dentists will assist the 
physician in triage, the classification of 
casualties and the preliminary determination 


casualties are 


closure 


of treatment to be provided. In the absence of a 
physician, the dentist, as the next qualified 
professional person, will have to assume the 
responsibilities and duties of 
until properly relieved. To prepare for these 
unusual responsibilities, the dentist, like the 
physician, is training himself to operate in 


the physician 


these emergency situations. The dental pro- 
fession has assumed the responsibility of 
organizing and conducting such a training 


program utilizing the guidance of the F.C.D.A. 
and of the medical profession. The leadership 
already taken by the federal government, by 
and local and by private 
organizations has been fruitful, but much more 
will have to be achieved before we can feel 
real sense of accomplishment. It is 
realistic, we think, to admit that our efforts 
to date have been struggling, and from this 
distance, inadequate. 

A great impediment to an adequate civil 
defense program, or to an adequate program 
of casualty care is, in our opinion, the lack of 
a central source of authority to plan, direct 
and coordinate all efforts. Under the present 
scheme, authority is dispersed to units which 
cannot effectively discharge it while the 
federal government, which could direct such 
an operation, is relegated mainly to an ad- 
visory position. This basic defect is everywhere 
apparent, particularly in the field of casualty 
care. The Association is impressed with the 
testimony taken by the Hoover Commission on 
this subject, and with the report and recom- 
mendation of its Task Force on Federal Medi- 
cal Services. That recommendation reads: 

“That the Federal Civil Defense Adminis- 
tration be given greater statutory authority 
and financial support to plan, coordinate, and 
operate National, State, and local civil defense 
plans and that its Health Office be elevated 
in organizational status to a position commen- 
surate with its duties and responsibilities; and 

“That plans be made for the delegation of 
operational authority for directing emergency 
medical care during and immediately follow- 
ing an attack on continental United States to 
the Department of Defense in close cooperation 
with the Department of Health, Education 
and Welfare and Federal Civil Defense Ad- 
ministration. 

An important area of civil defense planning 
is in the field of developing and training 
casualty care teams to operate in a civil disas- 
ter. Effective planning in this area requires 
sufficient mold individual 
efforts into a dynamic program. The operating 
agency must possess the authority to integrate 
the health and facilities of other 
agencies and units of government with those 
of private organizations. It the 


state authorities, 


any 


authority to our 


functions 


requires 
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authority to make plans in light of our expand- 
ing knowledge, the authority to carry out the 
programs developed from such plans, and the 
authority to coordinate these programs and 
the efforts of the individuals involved in them. 
It requires the authority to integrate the avail- 
able professional skills into an effective team 
These attributes are not now present in suffi- 
cient strength in our present 
mechanisms. There is no uniformity in the 
assumption of responsibility by participating 
units and little direction is given those who 
wish to participate. Although the dental pro- 
fession is willing to meet its civil defense re- 
sponsibilities, its skills, and even its availability, 
are not being effectively utilized in casualty 
care programs at the present time 
think, flows from the lack of an over-all au- 
thority in this area and from the lack of suffi- 
cient funds with which to mount a meaningful 
program. 

While there is no ready solution as to the 
federal agency in which the casualty care pro- 
gram ought properly to be lodged, our expe- 
rience would indicate the need for a 
relationship of this program with the programs 
of the medical and dental corps of the armed 
services, particularly their reserve programs 
Although it is recognized that these corps 
have a first duty to members of the military, 
they seem to be fitted by training and mission 
to assume a major role in the civilian casualty 
care program, particularly in the area of plan- 


defense 


civil 


This, we 


loser 


Further, in an actual 
that these 
corps would be the proper organization to co- 


ning and training. 


mergency, it is quite probable 
ordinate both military and civilian aspects of 
care In total 


would un- 


casualty such an event, the 


population of the disaster area 
doubtedly be under martial law, and perhaps 
some mobilization so 
that the military would be a rallying point for 
ill civilians. Thus, the relationship between 


civilian and military responsibility and activity 


undergoing degree of 


in the event of an atomic disaster would, in our 
opinion, be so close as to require a consid 

tion at this time of developing a similar rela 
tionship between the civilian casualty care pro 
and the mission of the 
corps of the 
least, an 


gram 
dental 
very 


medical and 
services At the 
program of civilian 
care will require the closest coopera- 


armed 
effective 
casualty 
tion with the military and its plans for such an 
emergency. 

In summary, the American Dental Associa- 
tion is impressed with the present need of the 
Federal Civil Defense Administration for addi- 
tional statutory authority and financial sup- 
port so as to permit it to develop and operat 
a national program of civil defense. We believe 
that any defense 
ticularly, of civilian casualty 


program of civil and par 


should be 


closely related to our total defense plans and 


care 


operations. 
J. Claude Earnest, D.D.S Council 
Legislation, American Dental Association 


BUREAU OF ECONOMIC RESEARCH AND STATISTICS 


The Consumer Price Index: 


dentists’ fees and other prices 


The Consumer Price Index developed by 
the U. S. Department of Labor has be- 
come familiar to a large part of the 
population. Many workers have a direct 
stake in the index in that their work con- 
tracts provide for adjustment of pay with 
fluctuations in the Consumer Price In- 
dex. Other people learn of the index 
through the articles in the daily news- 
papers that appear each month when the 
index is released. 


Approximately 300 items are regularly 
priced in 46 representative cities through- 
out the United States and included in 
the calculation of the Consumer Price 
Index. These 300 items are considered to 
be representative of all of the items 
regularly purchased by American families. 
Each item is weighted according to its 
importance in the average family’s budget 
as determined by extensive surveys of 
family expenditures. Two of the items 
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Table | @ 1955 (1935 


asumer Price Index, 1945 


Fillings Extractions 


1945 128.6 119.7 118.8 121.4 
1946 139.5 126.9 127.3 128.4 
1947 159.6 137.4 137.7 139.0 
1948 719 144.8 145.1 146.8 
1949 170.2 150.6 150.9 152.9 
a5 171.9 154.3 154.5 156.9 
951 185.4 140 159.5 164.5 
194 189.8 1463.5 163.7 166.4 
95 191 168.8 169. 172.7 

174.1 181.3 


175.3 184.4 


i919 173.9 173.5 180.4 
June 192.4 174.5 174.1 180.9 
Sept 191.8 174.8 174.4 181.6 


1749 183.3 


MA 191 176.8 175.8 185.8 
June 19) 15.4 1747 183.2 
ept 192.1 758 175.1 184.( 
De 191.8 1769 176.1 185.2 


in the make-up of 
Index are one-sur- 


priced and ine luded 
Price 


face amalgam fillings and extractions. 


the Consumet 


By 1955, consumer prices in general 
had risen 91.5 per cent over the average 
for 1935-1939 (Table 1 and the illustra- 
tion). Dentists’ fees, however, had risen 
only 76.1 per cent; physicians’ fees 65.8 
per cent, and prescriptions and drugs only 
33.6 per cent. Hospital rates had in- 
creased 237.7 per cent, far more than any 
other element of health care. 

From 1952 to 1955, however, the rise 
in dentists’ 
greater than the rise in the Consumer 


and physicians’ fees was 


Price Index for all items. It appears that 
there is a time lag between the increase 
of prices of most consumer goods and serv- 
ices and the increase in medical and den- 
tal fees. Possibly this means that when 
dental and medical fees are increased it is 
a consequence of increases in other prices, 
rather than a function of supply and de- 


mand 


1939 


100) * 


Optome 


oe Hos Group Prescrip 
rists 
pital hospitali tions 
ees ees 

rates zation? jand drugs 


eye glasses 


116.6 112.0 132.3 105.6 
122.4 114.0 150.6 107.5 
130.2 118.6 179.6 115.4 
135.5 123.6 209.7 121.5 
137.9 127.6 226.8 123.3 
140.{ 128.9 235.3 124.8 
145.2 134.6 260.7 103.1 128.4 
151.7 136.3 286.6 116.8 129.6 
155.7 134.9 304.5 126.2 130.8 
160.3 133.2 322.1 135.4 132.2 
165.8 135.0 337.7 139.1 133.6 


158.9 133.8 319.5 134.6 130.9 
160. 132.5 322.2 135.3 132.5 
160.8 133.2 323.7 136.9 132.7 

133.4 327.6 136.9 132.9 


164.6 134.5 332.0 138.1 132.2 
165.4 134.8 339.0 138.5 133.3 
166.6 135.7 341.8 138.8 133.8 
168.1 136.0 342.9 142.9 136.1 


1949-52 


754 nd msumer jex: y indexes o 


U. § 


The weight given to dental fees in the 
calculation of the index is 0.84 per cent, 
meaning that dental services are con- 
sidered to represent a little less than | 
per cent of the typical family’s expendi- 
tures.! Of the two dental services that are 
priced, the one-surface amalgam filling 
is given a weight of 0.67 per cent, and 
tooth extraction a weight of 0.17 per cent. 
By comparison, the weight given to 
physicians’ services is 1.86 per cent; group 
hospitalization, 1.06 per cent; prescrip- 
tions and drugs, 0.80 per cent; optome- 
trists’ fees and eye glasses, 0.27 per cent, 
and hospital rates, 0.22 per cent. 

It is interesting to note that the weight 
given to cigarettes and cigars is 1.96 per 
cent; beer and whiskey, 2.32 per cent, 
and motion picture admissions, 1.57 per 


cent. 


Labor Statistics, U. S. Department of 
srage retail prices lection and calculetion 
i problems. Bul. 1182. Washington, D. C 
nt Printing Office, 1955 
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The specifications used in the collec- 
tion of information on dental fees are as 
follows: (1) “Filling: usual fee to adult 
for filling, amalgam, one surface”; (2) 
“Extraction: usual fee to adult for ex- 
traction, without complications, with 
local anesthetic, including x-ray of tooth 
(exclude cost of treatment and fees for 
unusual complications) .””! 

Recently the Bureau of Labor Statistics 
made available for the first time the aver- 
ages of dental fees collected. Previously, 
only price relatives had been made avail- 
able. 

Table 2 shows the average fees re- 
ported by dentists in ten large cities in 
1954. These averages were calculated by 
the Bureau of Economic Research and 


Statistics from averages published by the 
Bureau of Labor Statistics for the months 
of March, June, September and Decem- 
ber, 1954. It will be noted that among 
these ten cities the highest fees were re- 
ported in Los Angeles and San Francisco. 
The lowest fees for both fillings and ex- 
tractions were reported by dentists in 
Cincinnati. 

The main purpose of the Bureau of 
Labor Statistics in collecting price data 
is to determine changes in prices, not the 
absolute level of prices. Thus, the average 
fees given should not be considered as a 
very accurate measure of the fees charged 
by all dentists in the ten large cities. The 
Bureau of Labor Statistics stated that 
physicians and dentists reporting their 


+50 ro 
| 
Consumer Price Index 
| (all items) 
130 | 4 Index of dentists fees —— 
120 
100 
1945 1946 1947 1948 1949 950 1951 1952 1953 1954 1955 
Sonsumer Price Index and index of dentists’ fees, 1945-1955 (1935-1939 100) (Data from Table | 
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fees were selected “with the assistance of 
the local medical and dental associa- 
tions.”” It was further stated that “‘the 
samples exclude physicians and dentists 
who charge exceptionally high fees, those 
who practice only part time or treat only 
a few of the cases being priced, as well 
as those whose very high or very low fees 
indicate that the degree of service 
rendered may vary from that given by the 
average professional reporter.””! 

It is apparent, then, that no systematic 
sampling technic was used in selecting 
dentists to report their fees. An upward 
or downward bias in the averages there- 
fore seems entirely possible. 

The Bureau of Labor Statistics has an- 
nounced that price indexes based on the 
period 1935-1939 have been discontinued 
as of 1955. Hereafter, price indexes for 
dentists’ fees and all other price indexes 
will be available only on the 1947-1949 
base (that is, average prices during 1947- 
1949 equal to 100). Because of the time 
lag in increases of medical and dental 
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Table 2 © Average fees reported by dentists in 10 
large cities in 1954* 


Tooth extraction, 
ooth filling 


without complico 


City amalgam, one 
tion, including 
roentgenogram 
Atianta $4.17 $5.00 
Baltimore 3.83 5.00 
Chicago 4.33 4.67 
Cincinnat 3.43 4.33 
Detroit 4.54 5.50 
Los Angeles 6.58 7.13 
New York 4.67 5.17 
Philadelphia 4.75 5.75 
St. Louis 4.25 4.83 
San Francisco 6.08 9.04 
*Sou Av je fee e year wer siculated 
by the Bureau Econ Res Statistics fro 
he March, June, Septemt and December figure 
ut e Bureau of Lab $ Averag 
Retail Prices: Colle and ¢ on Technique 


fees as compared with other prices, the 

indexes on the new base will appear to 

indicate that physicians’ and dentists’ fees 

have risen more than prices in general. 
B. Duane Moen, director 


American Dental Association Film Library 


Che following film is available from the 
Film Library at a nominal rental fee of 
$2.50 to dental societies, study clubs, den- 
tal schools, community and civic clubs 
Since the number of prints of each title is 
necessarily limited, it is suggested that 
program chairmen plan their programs 
far enough in advance to insure avail- 
ability. 


FILM REVIEW 


An Introduction to Someone You Know * 16 
mm., color, sound, 25 min. Produced in 1955 
by Luxene, Inc. The film can be purchased 


from the producer ($300), 118 E. 25 St., 
New York. Procurable on rental ($2.50) from 
the American Dental Association Film Library, 
222 E. Superior St., Chicago 11. 


This film portrays the varied and dramatic 
activities in the daily life of a dentist. The 
dentist’s understanding of psychology is shown 
by the manner in which he treats a young 
bride-to-be who has been hospitalized on the 
eve of her wedding as the result of an auto- 
mobile accident in which several anterior teeth 
were fractured. The scene then shifts to the 
dental office where patients with various types 
of dental disorders are seen. The personal re- 
lationship of the doctor to a child patient on 
his first visit, to an expectant mother and to 
an elderly patient with a diagnosis of possible 
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oral malignancy are shown. The manner in 
which the dentist cooperates with the physician 
in the treatment of certain types of patients is 
also demonstrated. The dentist prepares a 
speech on “Dentistry as a Career” for local 
high school students, and he attends a dental 
society meeting to increase his professional 
knowledge and to fraternize with his col- 


leagues. The role of the dental assistant and 
her importance to the dentist in the smooth 
functioning of his practice are stressed 

Dental societies may find this film suitable 
for showing to community and civic groups 
Armed Forces may show it to their personne] 
to give them a broader concept of dental 
practice 


COUNCIL ON DENTAL EDUCATION 


Additional hospital dental internships 
and residencies approved by the Council 


on Dental Education (supplement 6) 


The Council on Dental Education and its Committee on Internships and Residencies 
announced on June 8, 1956, the approval of the following additional educational 
programs in hospitals. 


L th of 
— | Number of | 
program } 


positions 
approved ‘ 
available 


Date the 
service 
begins 


Type of 
program 
approved 


Hospital 


CAUFORNIA 

San Francisco Hospital 
(College of Physicians & 
Surgeons-Stanford Service) 
Potrero and 22nd 

San Francisco 10, Californio 
Dr. J. Leonard Schmitz, 
Chief of Dental Service 


Internship 
Rotating 12 | July 


CONNECTICUT 

St. Francis Hospital 

114 Woodland Street 
Hartford 5, Connecticut 
Dr. Philip Sheridan, 
Chief of Dental Service 


Internship 
Oral surgery 12 1 July 


GEORGIA 

Grady Memorial Hospito! 
36 Butler Street, S.E 
Atlanta 3, Georgio 

Dr. H. J. Harpole, 

Chief of Dental Service 


Residency 
Oral surgery 24 1 July 


MARYLAND 

National Naval Medical Center 
8901 Wisconsin Avenue 
Bethesda 14, Maryland 

Capt. C. W. Schantz, 

Chief of Dental Service 


Residency 
Prosthodontics 12 3 July 


4 
3 
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Lencth of 


Type of Number of Date the 
progrom 
TOSpit progron positior service 
Ipproved 
Ipproved Ivailable begir 


months) 


MASSACHUSETTS 


Westfield State Sanit ernshig 
East Mountain R 1d Rotating 17 we 
Westfield. Massachuset? 


Ur. Irving Meyer, 


Chief of Dental Ser 


NEW JERSEY 
Newark Beth Israel Hospite 
201 Lyons Avenue 2 july 
Newark 8, New Jersey 
Dr. Matthew Rouse, 


Chief of Dental Service 


B4 East 49th Street luly 
Br kiyn 3, New York 

joseph J. Obst 

hief f Dental ‘ 


ery 


»0Oldwater Memorial H 
Welfare Island 
New York 17, New Yor 
Dr. Charles P. Hort 


Chief of Dental Servi 


The New York Hospita t 
525 East 68th Street 


Oral surgery 
lew York 21, New York Residen 
r. George F. Egan, 
Chief of Dental Service 


ral surgery 24 


Veterans Administration Hospita Resider 
408 First Avenue Period 


few York 10, New York 
Dr. Irwin W Opp, 
Chief of Dental Service 


Bird S. Coler Memoria nternshi¢ 
Hospital and Home iN 
Welfare Island 


Aixed 12 huly 
Dral surgery 

New York, New York Prosthodontics 

Dr. Malcolm W. Carr, 


Chief of Dental Service 


OKLAHOMA 
University of Oklahoma Medical Center nternship 
800 N.E. 13th Street Oral surgery 12 
Oklahoma City, Oklahoma 
Dr. Albert R. Drescher, 
Chief of Dental Service 


July 


PENNSYLVANIA 
Harrisburg Hospital nternship 

Front and Mulberry Streets Oral surgery 12 ! 
Harrisburg, Pennsylvania 

Dr. C. Richard Miller 
Chief of Dental Service 


4 
NEW YORK 
, 
d July 
hag 


Hospital 


VIRGINIA 
Medical College of Virginia 
Hospital Division 
1200 East Broad Street 
Richmond 19, Virginia 
Dr. Atwood M. Wash, 
Chief of Dental Service 


WEST VIRGINIA 
Ohio Valley General Hospital 
Wheeling, West Virginio 
Dr. Edward C, Armbrecht, 
Chief of Dental Service 


WISCONSIN 
Veterans Administration Center 
Wood, Wisconsin 
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Type of 
program 
3Ipproved 


Residency 
Orol surgery 


Residency 
Oral surgery 


Residency 
Periodontics 


if h of 
ength o 
9 Number of Date the 
program | 
| positions | service 
approved | available | b 
ms 
imonths) | e9 
24 july 
12 4 july 
24 é July 


The following change has been made in the list of approved internship and residency 
programs published in the May 1954 issue of THE JOURNAL OF THE AMERICAN DENTAL 
ASsociATION. The Council has approved the second year of the residency in oral 


surgery at the Kansas City General Hospital No 
listing now appears as follows: 


MISSOURI 
Kansas City General Hospital 
24th and Cherry Streets 
Kansas City 8, Missouri 
Dr. Jack S. Freeman, 
Chief of Dental Service 


Residency 


Oral surgery 


1. Kansas City, Missouri, so the 


july 


T 
= 
| 
| | 
24 2 = 
ay 
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Dental and dental hygiene students: 


their characteristics, finances and 


practice plans 


VIII. Dental hygiene students 


rhe contribution of dental hygienists to 
oral health care has assumed increasingly 
great importance in recent years. Schools 
of dental hygiene have doubled in num- 
ber since the end of World War II, and 
enrollment has increased even more strik- 
ingly. As a result, recent graduates make 
up a very large proportion of the current 
supply. The rapid postwar 
growth of the profession and the likeli- 


hygienist 


hood of even greater future demands for 
the professional hygienists’ services have 
made it essential to learn more about this 
new and valuable adjunct to dentistry. 

The U. S. Public Health Service, in 
cooperation with the American Dental 
Hygienists’ Association, has recently com- 
pleted the collection of certain basic data 
about already graduated dental hygien- 
ists.’ That survey, together with the infor- 
mation available this study of 
students in school, will supply an im- 
portant part of the factual background 
which is necessary in planning for the 


from 


dental care of our growing population. 

About 80 per cent of the nearly 1,800 
students enrolled in the nation’s 31 den- 
tal hygiene schools in 1954 completed 
questionnaires. Students in 13 of 14 pri- 
vate schools and 14 of 17 public schools 
cooperated in the study. Table 48 sum- 
marizes the data on coverage presented 
in somewhat fuller detail in Chapter I. 


CHARACTERISTICS OF STUDENTS 


Study findings indicate that the ma- 
jority of the dental hygiene students who 
participated in this survey were young 
unmarried women who lived either with 
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parents or in rooming house facilities of 
some type. Although some had had col- 
lege training, most had completed only 
a high school education. Some held part- 
time jobs while attending school. Only 
a few were veterans and almost none re- 
ceived veterans’ educational benefits. 


Age at Graduation * As a group these 
dental hygiene students were young 
women still in their teens or just entering 
their twenties. Projection of age to time 
of graduation indicates that the average 
student would be slightly less than 21 
years old at graduation, and 45 per cent 
would not have reached their twentieth 
birthday (Table 49). Nearly one fourth 
(24 per cent) would be graduated at age 
20 years, and one in seven (15 per cent 
at 21 years. The balance (15 per cent 

includes 8 per cent graduating at age 22, 
2 per cent at age 23, 1 per cent at age 24 
and 5 per cent who would be 25 years of 
age or older. A slightly lower proportion 
of the first year than of the second year 
students (43 as contrasted with 48 per 
would be graduated before they 
were 20 years old. On the other hand, 
10 per cent of the first year students were 
to graduate at ages 20 or 21 and 17 per 
cent at ages 22 or older, as compared 


cent 


This is Chapter 8 of a report of a cooperative study 
made by the Council on Dental Education of the Amer- 
ican Dental Association and the Division of Dental Re 
sources of the United States Public Health Service. 

Text of this report was prepared by Walter J. Pelton, 
D.D.S., M.S.P.H.; Quentin M. Smith, D.D.S.; Elliott H 
Penne Ruth D. Bothwell, and James N. Ake, Wash 
ngton, D. C 

7. Pub Health Service Publicat 
Manpower Source Book. Section 8. Dental 
'n preparation. 


263, Health 
hygienists 


an 
=: 
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All schools 1,794 100.0 1, 
Northeost 880 49.) 
North Central 548 30.5 
South 227 12.7 
West 139 77 


with corresponding percentages of 38 
3 and 14, respectively, for second year stu- 
dents. The small magnitude of these dif- 
ferences suggests, however, that no mate- 
ae rial change is taking place in student age 
distribution. 


cent 


432 


students and of 


Table 48 ® Distribution of all dental hygiene 
participating in study, by regior 
All students 
Region 
Per 
Number Jumber 
ent 


udy 


Students 


participants 


Per Per cent of 
ent all students 
100.0 798 
48.6 79.) 
34.5 90.1 
11.2 70.5 

67 £9 


family. The proportion of all students 
married and having children was 2 pet 


Living Arrangements * Almost half of 


Marital Status * Only 5 per cent of stu- 
dents in the study group were married 
and, as would be expected, the propor- 
tion of married first year students was 
less than that of married second year stu- 
3 per cent as compared to 8 per 
About two fifths of married stu- 
dents in the first year classes and one 
fourth of those in the second year classes 
reported one or more children in the 


dents 
cent). 


Table 49 © Age of dental hygiene students projected 
to year of graduation, by year in school 


Per cent distribution 


Age at 
graduation 
(years) All students 
Total 100.0 
Under 19 5.1 
19 40.1 
20 24.2 
2) 15.1 
22 78 
23 2.1 
24 
25 and over 45 
Arithmetic 
overage 20.9 


Year in school 


Second 


100.C 


6.2 
41.8 
23.0 
15.2 
7.1 
18 
0.8 
4.1 


20.8 


all students in the study group reported 
residence in rooming houses or dormi- 
tories while attending school, and nearly 
two fifths were living with parents, other 
relatives, or friends. The remaining mi- 
nority was represented by 5 per cent who 
had established their own homes, 2 per 
cent who lived in boarding houses, 5 
per cent who lived in club or sorority 
houses and | per cent who reported other 
living arrangements. The proportion of 
private who lived in 


school students 


Table 50 ® living arrangements of 
students, by type of school 


| 
| Per cent distribution 


dental hygiene 


Type of living | Type of school 


arrangements 
Private | Public 

Total 100.0 100.0 100.0 
Rooming house 

or dormitory 49.3 55.2 444 
Parents’ home 35.3 30.6 39.2 
Home of relatives 

or friends 2.0 2.5 17 
Own home 54 6.8 
Boarding house 2.0 2.5 17 
Club or sorority 

house 47 17 7.1 
Other 1.3 0.7 17 


676 
194 
60 
82 
\ 
> 
first | 
“Ag 
100.0 
4.) 
38.6 
25.3 
15.0 
8.5 
| 23 
1.5 
47 
= 
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Table 51 ® Employment status of dental hygiene 
students, by hours worked and by year in school 


Per cent distribution 
Employment status l 


and hours worked All Year in school 
per week students 
First Second 
| 
Total 100.0 100.0 100.0 
Working 21.0 17.6 24.9 
Not working 79.0 82.4 75.1 
Hours worked 
Total 100.0 100.0 100.0 
Less than 4 3.7 6.0 1g 
4-7 17.5 19.0 16.5 
8-11 29.9 34.5 26.6 
12-15 23.4 22.4 24.0 
16-23 17.5 15.5 19.0 
24-31 5.8 2.6 8.2 
32-39 1.5 2.5 
40 or more 0.7 1.3 
Median 19 10.9 12.8 


rooming houses or dormitories was some- 
what greater than that of public school 
students (55 per cent as compared to 44 
per cent) and this difference is approxi- 
mately equivalent to the converse dif- 
ference found in the proportions of stu- 
dents in the two types of schools living 
with parents (Table 50). Both students 
having their own homes and those living 
in boarding houses were also in slightly 
greater proportions in private than in 
public schools. In compensation, how- 
ever, over four times as many public 
school students lived in club or sorority 
houses. 


Employment Status * Although the pro- 
portion was smaller than that found for 
dental students, some dental hygiene stu- 
dents worked at part-time jobs while at- 
tending school. About one fifth of all 
hygiene students reported employment 
outside school hours (Table 51). Of all 
students so employed, 21 per cent re- 
ported less than 8 hours worked per 
week, 71 per cent reported 8 to 23 hours, 
and the remaining 8 per cent reported 
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24 hours or more. As might be expected, 
a greater proportion of second year stu 
dents (25 per cent) than of first year stu 
dents (18 per cent) reported such em 
ployment, and the number of hours 
worked by second year students 
somewhat greater 


was 


Preprofessional Education + Although 
the majority of these students had com- 
pleted only a high school education prior 
to entering professional school, over 30 
per cent had had some preprofessional 
college education (Table 52) 

Of these, the largest group (about 15 
per cent of all students) reported two 
years of college training, and another 13 
per cent reported some college work but 
less than two years. Those with greater 
educational background were relatively 
few, only 2 per cent having three college 
years and less than | per cent having 
four or more years. There were no ap- 
parent differences in educational status 
for students in public and private schools 

Observations made in an earlier study 
by the American Dental Association in- 
dicated that 27 per cent of first year den- 
tal hygiene students in 1950 and 1951 
and 31 per cent in 1949 had had some 
prior college work.® 


8. Counc 


zienist train 


Denta! Education. Data on dental hy 
ng programs. J.A.D.A. 44:32! March 1952 


Table 5” ® Preprofessional training of dental hygiene 
stude,, . 


Preprofessional | All students 


training (per cent) 

Total 100.0 
No college training 469.5 
College training 

Less than 2 yeors 13.2 

2 yeors 149 

3 yeors 16 

4 years without degree 1 


Bachelor's degree 6 
Master's or other degree 


> 
4 
be 
| 
a 
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Table 53 ® Income of parents of 
school, and income of all families in 


Family 
income 
All 
students 
Total 100.0 
Under $3,000 6.4 
3,000—4,999 22.5 
5,000-—6,999 29.2 
7,000—9,999 20.7 
10,000 and over 21.2 
Median $6,330 


CHARACTERISTICS OF PARENTS 


Dental hygiene students, like dental stu- 
dents, generally come from families in 
relatively high income brackets; their 
parents have better than average educa- 
tion and a majority are in the professions 
or in nonfarm proprietary or managerial 
occupations. 


Income of Parents * The median annual 
income of parents of dental hygiene stu- 
dents was $6,330. Over 71 per cent of 
these students came from families with 
annual incomes of $5,000 or more, a 


Table 54 ® Educational attainment of fathers of dental 
hygiene students and of all men 45 to 64 years old in 
1950 

Per cent distribution 


Highest grade of 


| All 45-64 
school completed Students’ men 45 
fnthers years old 
ier (U. S. Census) 
Total 100.0 100.0 
Completed 4 or more 
years of college 28.9 5.4 
Attended college but 
not o graduate 13.3 48 
Completed high school 24.7 8.8 
Attended high schoo! 
but not a graduate 19.8 12.1 
Completed elementary 
school or less 13.3 68.9 


dental hygiene students, by type of 
1950 


Per cent distribution 


Type of school All 
families 
Private Public (U.S. Census) 
100.0 100.0 100.0 
69 6.0 48.4 
18.0 26.1 31.5 
26.2 31.5 12.1 
21.1 20.3 49 
27.8 16.1 3.1 


$6,898 $5,956 $3,073 


level attained by only 20 per cent of 
the families in the United States as re- 
ported in the U.S. 1950 census (Table 
53). Another 23 per cent came from the 
group with incomes of $3,000 to $5,000. 
but only about 6 per cent were from fam- 
ilies in the under $3,000 group, which 
constituted about 48 per cent of all the 
nation’s families in 1950. Also, it should 
be recalled that about 11 per cent of all 
dental students were from families in this 
lower income group. The proportion of 
hygiene students’ parents in the $10,000 
and over category was 21 per cent, just 
slightly lower than that for parents of 
dental students (22 per cent). 

Parents of dental hygiene students at- 
tending public schools had a median 
annual income of $5,956 as compared to 
$6,898 for parents of those in private 
schools. Approximately one third of the 
former group had incomes below $5,000 
per year, and nearly that same fraction 
had incomes of $5,000 to $7,000. The 
corresponding proportions for parents 
of private school students were about one 
fourth in each case. These differences are 
more than counterbalanced by the 
greater proportions of private school stu- 
dents’ parents who were in the $10,000 
and over income group, there being es- 
sentially no difference between the pro- 
portions of the two groups with incomes 
of $7,000 to $10,000. It is apparent, then, 


that there is a larger representation of 


4 
| 
: 


students from higher income families in 
private than in public hygiene schools; 
however, for both groups the income dis- 
tribution is much more favorable than 
that of the population at large. 


Education of Fathers + The fathers of 
dental hygiene students as a group were 
found to have attained a considerably 
higher level of education than all men 
15 to 64 in the United States in 
1950. About 42 per cent had attended 
college, and only 13 per cent failed to 
attain the secondary school level (Table 
34). On the other hand, only 16 per 
cent of men ages 45 to 64 had attended 
college, while nearly 70 per cent had had 
no more than an elementary school edu- 
cation. Likewise, about 45 per cent of 
students’ fathers terminated their for- 
mal education during or at the comple- 
tion of high school, whereas only a fifth 
of all men ages 45 to 64 had completed 
that much schooling. 


ages 


Occupations of Fathers * Eight per cent 
of the fathers of dental hygiene students 
were dentists, and 13 per cent were in 
other Proportionally — the 
largest group, however, was that of non- 


professions. 


farm proprietors, managers, or officials 
(32 per cent). These observations are 
better appreciated when compared to 
those for all men ages 45 to 64, only 
about 7 per cent of whom were profes- 
sional workers, and only 14 per cent of 
whom were in the managerial category 
(Table 55). 

As in the case of dental students, the 
relatively greater representation of den- 
tists among fathers of hygiene students 
as compared to their representation in 
the population as a whole indicates some 
direct family influence in the student's 
choice of occupation. 


EXPENDITURES 


For several reasons, the levels of expen- 
ditures reported by dental hygiene stu- 
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dents have little comparability with those 
found in the study of dental students. 
Several state-supported dental hygiene 
schools charge little or no tuition, and 
these schools, located chiefly in the North- 
eastern part of the country, have large 
enrollments. Furthermore, most of the 
dental hygiene students are young, un- 
married women without dependents, a 
large number of whom live with rela- 
tives during training, thereby realizing 
substantial savings in living costs. Den- 


tal students, on the other hand, are some-: 


what older and a majority are married 
men with families who have established 
their own homes, consequently incurring 
higher living expenses than do dental 
hygiene students. 


Costs 
During the 


the Academi 
1953-1954 
year, the average dental hygiene student 
spent a total of $1,518 for 
and living costs. 


Average During 


Year * schoo! 
combined 
school Expenditures 
varied considerably from student to stu- 
dent, and ranged from a low of less than 
$256 to a high which was in excess of 
$6,000 (Table 56 and Fig. 33). It is in- 
teresting, however, that 82 per cent of 


Table 55 ® Occupation of fathers of dental hygiens 


students and of all men 45 to 64 years old in 1950 
Per cent distribution 


Major occupatior 


All males 45-64 


groups Students’ 
fathers yeors old 
(U. S. Census) 

Total 100.0 100.0 
Professional workers 

Dentists 8.2 0.2 

Physicians 1.6 0.5 

Other professional 1 6.0 
Nonfarm proprietors, 

managers and officicls 31.5 14.4 
Sales workers 10.3 56 
Construction and metal 

trades craftsmen 7.1 10.7 
Farmers 3.5 12.8 
Other 26.7 49.8 


. 


ve 
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the students spent less than $2,000 to 
meet all expenses for the year. Students 
living at home (including all students 
living with parents, relatives or friends) 
spent an average of $1,075 for all items, 
compared with $1,790 paid out by stu- 
dents living away from home. In fact, 
three fourths of those living at home 
spent less than $1,365, (Q3) whereas the 
reverse was true for those away from 
home, 75 per cent of whom spent $1,383, 
(Q1) or more. 

Of the average expenditures of $1,518 
during the year, a little less than one 
third, or $491, went for school items, 
while two thirds, or $1,027, was spent 
for living expenses (Table 57). The 
school items for which students were 
asked to enumerate expenditures included 


Table 56 ® Distribution of dental hygienists, by student 
category and by total expenditures for the school year 
1953-54 


Per cent distribution 


Total Type of living arrangement 
expenditures All 
students Away from home | At home 
All amounts 100.0 100.0 100.0 
Under $250 1.0 - 2.6 
250 499 3.5 92 
500 749 78 0.1 20.4 
750 999 8.6 29 17.8 
1,000—1,249 14.6 11.5 19.5 
1,250-—1,499 16.7 19.6 19 
1,500—1,749 16.5 21.9 7.7 
1,750—1,999 13.1 17.8 5.3 
2,000—2,249 77 2.2 
2,250—2,499 3.8 5.6 0.7 
2,500—2,749 2.8 4.0 09 
2,750—2,999 1.3 18 0.6 
3,000—3,249 0.5 0.8 
3,250—3,499 0.8 11 0.4 
3,500—3,749 0.4 0.5 0.4 
3,750—3,999 0.3 0.5 0.2 
4,000 and over 0.6 0.8 0.2 
Summary values 
Arithmetic 
average $1,518 $1,790 $1,075 
Ist Quartile 
(Q)) 1,070 1,383 662 
Median (Q>) 1,468 1,680 1,000 
3rd Quartile 
1,871 2,024 1,365 


tuition and fees, textbooks, instruments. 
equipment and supplies, fraternity or or- 
ganization dues, and incidentals. The stu- 
dents reported expenditures for school 
items from private funds, as well as pay- 
ments from scholarships and loans made 
directly to the school on their behalf. 
Full values were reported for fees which 
were completely or partially waived. 
Among the students reporting total ex- 
penditures of less than $1,000, school 
costs were about one half as great as in 
the group spending $2,000 or more. In 
the former group, the average school cost 
was $336, as compared with $658 in the 
group with the highest expenditures. To 
some degree, therefore, increases in school 
costs at progressively higher spending 
levels affected the size of total expense 
incurred to complete a year of dental hy- 
giene training. However, Figure 34. 
which shows distribution of costs, illus- 
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Fig. 33 © Distribution of dental hygiene stu- 
dents in selected categories, by total expendi- 
tures: 1953-54 


Wie 
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All Students | 


$2,000 
and Over 


$1,500-1,999 | 


$1,000-1499 


Less Thon 


Fig. 34 * Average school and living expenses 
of dental hygiene students, by level of total 
expendstures: 1953-54 


trates very well that living expenses make 
up the major portion of total costs at 
every level. 

Those students whose expenses totaled 
less than $1,000 spent an average of $345, 
or 51 per cent, for living costs, whereas in 
the $2,000 or higher spending group such 
items averaged $1,912, or 74 per cent. 
Hence, from the lowest to the highest 
spending living costs increased 
nearly six-fold as school costs doubled. 


levels, 


Living expenses” were defined to in- 
clude payments for food, rent, clothing, 
personal maintenance, recreation and en- 
tertainment, cigarettes and_ tobacco, 
health and medical expenses, travel and 
incidentals. In recording living expenses, 
students were asked to report not only 
cash outlays but also the cash equivalent 
of payments in kind. Since students liv- 
ing with parents were asked to report 
only their own cash expenditures for 
items of living, however, their total out- 
lays represent, for the most part, only 
out-of-pocket expenses. Items of living 
expense provided without charge to these 
students by parents or by relatives and 
friends are not represented in the total 
living costs. The greatest savings to the 
student living at home are, of course, in 
costs of rent and food. 

Table 58 shows data for the reporting 
schools arrayed according to average to- 
tal school costs during the academic year. 
Tuition costs per student ranged from $53 
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at ae AVERAGE EXPENSE * Table 57 ® Average school and living expenses of 
dental hygiene students reporting different total ex 
penditures for the school year 1953-54 


Type of expense 


Total 
x ditures otal 

School living 

Amount 
All amounts $1,518 $491 $1,027 
$2,000 and over 2,570 658 1,912 
1,500—1,999 1,734 546 1,188 
1,000-1,499 1,260 446 814 
Less than $1,000 681 336 345 

Per cent 
All amounts 100.0 32.3 67.7 
$2,000 and over 100.0 25.6 744 
1,500—1,999 100.0 31.5 68.5 
1,000—1,499 100.0 35.4 64.6 
Less than $1,000 100.0 49.3 50.7 


Table 58 * Average expenditures of dental hygiene 
students for different school-cost arrayed for 
schools by total per student school expense: 1953-54 


tems 


Item of school expense 


Total Tuition Supplies and 
Other 
| and fees equipment 
$930 $811 $ 73 $ 46 
718 558 63 97 
705 48) 71 153 
701 562 58 81 
700 497 112 91 
691 493 153 45 
653 511 78 64 
643 468 133 42 
631 429 76 126 
625 433 118 74 
609 295 202 112 
595 350 68 177 
568 378 122 68 
§32 422 55 55 
520 323 120 77 
438 305 74 59 
435 295 72 68 
412 292 65 55 
394 231 5) 112 
382 209 7) 102 
369 223 68 78 
363 172 122 69 
310 156 | 78 76 
274 205 33 36 
256 162 39 55 
238 116 66 56 
209 53 57 99 


x 
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Table 59 ® Average school and living expenses of 
dental hygiene students, by student category and by 
year in school: 1953-54 


Ty se of expense 
Category of student F P 


d Total 
and year in schoo 

All students 

First year $1,497 $533 $ 964 

Second year 1,542 444 1,098 
Students away from home 

First year 1,756 547 1,209 

Second year 1,830 476 1,354 
Students at home 

First year 1,067 510 557 

Second year 1,084 394 690 


in the school with the lowest average to 
$811 in the school with the highest aver- 
age. From school to school there is con- 
siderable variation between these ex- 
tremes. For 12 schools, however, all but 
two of which were public, the average 
was less than $300. It will be noted that 
the schools with the highest average tui- 
tion are not necessarily those with high- 
est costs of other school items. In fact, 
no particular pattern emerges. Some 
schools with very low tuition averages 
show high average costs for equipment 
and supplies as well as for “other” items. 
On the other hand, schools with high 
average tuition are often low or inter- 
mediate in the listing of average costs for 
supplies and “other” school items. 


LIVING R 
AVERAGE EXPENSE 
AND YEAR IN 

SCHOOL 


STUDENTS - away from home 
— 


Tote 


First Yeor 
Second Yeor 
STUDENTS-oat home 


First Yeor | 1,067 [ ry 510 


Second Year | |,064 


Fig. 35 * Average school and living expenses 
of dental hygiene students, by student cate- 
gory and by year in school: 1953-54 


Average Costs for the Two-Year Period * 
The data indicate that average expendi- 
ures of first and second year students 
differed only slightly, being somewhat 
greater for the latter. First year students 
spent $1,497 as compared to $1,542 for 
second year students (Table 59). School 
expense in the first year was greater than 
in the second ($533 as compared to 
$444). Living expense on the other hand 
was greater for second than for first year 
students ($1,098 as compared with 
$964). This inverse relationship between 
school and living costs for first and sec- 
ond year students was apparent both for 
students living away from and at home 
(Fig. 35). (“Living at home,” “living 
with parents,” and “living with parents, 
relatives, friends” are used interchange- 
ably throughout the remainder of this 
report. ) 

Average expenditures for the two year 
training period were obtained by sum- 
ming average annual expenditures of 
first and second year students. For all 
expenses associated with the two years 
of training, the average student spent 
$3,039. Of this amount $977 went for 
school items and $2,062 for living ex- 
penses (Table 60). 

Type of living arrangement had a 
noticeable effect on the size of total ex- 
penditures. The average spent by stu- 
dents living away from home was $3,586 
in contrast to $2,151 spent by students 
who lived at home. As might be expected, 
however, this difference was largely re- 
flected by the higher living costs of stu- 
dents who lived away from home. These 
students spent twice as much for items 
of living expense as did students who 
lived at home, ($2,563 as compared to 
$1,247). On the other hand, average 
school costs for the two groups were not 
greatly different ($1,023 for those away 
from home, $904 for those at home). 

The type of school attended also in- 
fluences noticeably the size of the total 
bill which will see a student through 
training. There was a wide divergence in 
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costs between private and public school 
students. For private school students, the 
total average expenditure of $3,656 rep- 
resents school expenses of $1,268 and 
living expenses of $2,388, while the total 
of $2,529 for public school students con- 
sists of average costs of only $736 for 
school expenses and $1,793 for living ex- 
penses. 
School 
students averaged about the same re- 
gardless of type of living arrangement; 
$1,257 when residing away from home 
and $1,291 when living with parents 
Fig. 36). The average school cost to 
public school students was $802 for those 
who lived away from home and $642 for 
those at home. This apparent difference 
may be attributable to the fact that one 
tuition-free school of sizable enrollment, 


expenses of private school 


in the Northeast, had a high concentra- 
tion of students who lived with parents 
during their training period. 

The costs of food, housing, personal 
maintenance, and related items for both 
private and public school students resid- 
ing away from home were sizable. Away 
from home, living expense of public school 
students averaged $2,236; when they re- 
sided: with parents, $1,170. In contrast, 
private school students away from home 
spent $2,912, those living with parents 


$1,368. 


Distribution of School Expenses * Two- 
year school costs averaged $977. This 
figure is somewhat larger than the esti- 
mated $821 total school costs reported in 
1951 in the American Dental Associa- 
tion survey.* Of the $977 average school 
cost found in the current study, $644 
went for tuition and fees (Table 61). 
Rental or purchase of supplies and equip- 
ment absorbed $164, books $88, and the 
remainder went for incidental expenses 
such as organization dues. Tuition costs 
for each of the two school years were 
similar in amount; supplies and equip- 
ment cost more than twice as much dur- 
ing the first year as during the second; 
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Table 60 * Average two year expenditures of dentol 
hygiene students, by student category and by type of 
school: 1953-54 


Catenory of Type of expense 


Total 

and type of school School | Living 

All students $3,039 $ 977 $2,062 
Private 3,656 1,268 2,388 
Public 2,529 736 1,793 
Students-away from home 3,586 1,023 2,563 
Private 4,169 1,257. 2,912 
Public 3,038 802 2,236 
Students-at home 2,151 904 1,247 
Private 2,659 1,291 1,368 
Public 1,812 642 1,170 


expenditures for books were also higher 
the first year, while “incidental” costs 
were greater the second year (Fig. 37). 

As stated previously, the average of 
all school expenditures taken together 
was sizably greater if the student attended 
a private rather than a public school. 
This divergence reflects the excess paid 
for tuition and fees and for supplies and 
equipment by private school students 
(Table 62). The average private school 
student paid $909 for tuition and fees; 
$203 for supplies and equipment. Pub- 
lic school students paid, respectively, 
$423 and $132 for these items. Textbook 
costs averaged $84 to the private school 
student, $91 to the public school student. 
The amounts spent for “other” items of 
school expense were also less for students 
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AND SCHOOL 


Schoo! 
ONTROL | 


STUDENTS-away from home 


Public 3,038 802 
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Fig. 36 * Average two year school and living 
expenses of dental hygiene students, by student 
category and by type of school: 1953-54 
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Table 61 ® Average school expenses of dental hy- 
giene students by year in school: 1953-54 


Year in school 


Item of school 2 yeor 
totel First Second 
Total $977 $533 $444 
Tuition and fees 644 332 312 
Supplies and equipment 164 112 52 
Books 88 54 34 
Other 81 35 46 


in private than those in public schools. 


Distribution of Living Costs + The aver- 
age student spent $2,062 to mect items 
of living expense during the two year 
training period (Table 63). Expenditures 
for food represented $622 of this amount. 
Personal maintenance, averaging $546, 
took the second largest portion—about a 
fourth of the total. Expenditures for 
lodging ranked third in size, absorbing 
$380, or nearly a fifth. Travel costs aver- 
aged $199 per student and were about 
equally divided between daily and “other 
travel.” As might be expected, however, 
“other travel” costs of students residing 
away from home were much greater than 
for those living at home, while daily 
travel costs were less. 


YEAR IN SCHOOL EXPENSE (Dotiors) 
SCHOOL 


First 
Year 
Second 
Yeor 
Legend items of School Expense 
Tuition Supplies ond Books Ormer 
ond fees equipment 


Fig. 37 * Average school expenses of dental 
hygiene students, by year in school: 1953-54 


Living expense differed substantially 
according to type of living arrangement 
(Fig. 38). For every item in this category, 
except medical care and daily travel, stu- 
dents living away from home spent more 
on the average than did those living at 
home. It should be remembered, how- 
ever, that students who lived at home 
were to report only their cash expendi- 
tures for living expense items. In some 
instances no amounts were reported. In 
other cases, the very nominal amounts 
enumerated represented chiefly out-of- 
pocket expenditures by the student, 
rather than the full value of the item. 

The average living expense of students 
who lived away from home was more 
than twice as great as that of students at 
home: respectively, $2,563 and $1,247. 


Table 62 ® Average two year school expenses for dental hygiene students, 
by student category and by type of school: 1953-54 


Category of 
student and Total 
type of school 


fees 
All students $977 $644 
Private 1,268 909 
Public 736 423 
Students—oway 
from home 1,023 678 
Private 1,257 893 
Public 802 477 
Students—with 
porents 904 590 
Private 1,291 942 


Public 642 350 


Tuition and | Supplies and 


Item of school expense 


Books | Other 


equipment 
$164 $88 $81 
203 84 72 
132 91 90 
169 90 86 
205 87 72 
136 92 97 
157 84 73 
203 78 68 
126 89 77 
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The substantially higher living costs of 
“away-from-home” students largely re- 
flect the additional amounts these students 
paid out for food and housing. Students 
away from home spent $877 for food and 
$568 for rent. Corresponding values for 
students living at home were $208 and 
$75 respectively. The former also spent 
more for personal maintenance and recre- 
ation, but their medical expenses were 
less. As a matter of fact, average medical 
expenses for this group amounted to only 
$57. The average spent by students liv- 
ing at home was not much higher ($73). 
Personal maintenance and_ recreation 
averaged, respectively, $590 and $177 
for “away-from-home” students; $473 
and $150 for students living at home. 
Total travel costs for the former aver- 
aged $193, just $15 less than the amount 
spent by the latter. Costs of travel from 
school to home town and for vacation 
purposes consumed about three fourths 
of total travel expense for the “away- 
from-home”’ student, but only one sixth 
for the student living at home. 

Living expense for the two year period 
reached a materially higher level among 
private than among public school stu- 
dents. Private school students paid out 


$2,388 and public school students $1,793. 
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LIVING | STUDENTS-AWAY FROM HOME STUDENTS -AT HOME 
(Dotiers) (Dotiors) 


Personal 


Recreation 


Daily 
Trovel 


Other 
Trovel 


Health 


Other 


Fig. 38 * Average two year living expenses of 
dental hygiene students, by student category: 
1953-54 


The difference noted is traceable largely 
to variations in expenditures for food, 
housing and personal maintenance, but 
for every item of living expense the aver- 
ages of the amounts reported were higher 
for private school students. 

Food, housing, and personal mainte- 
nance averaged, respectively, $708, $460 
and $624 for private school students and 
$552, $313, and $483, respectively, for 
public school students. Monies spent on 


Table 63 ® Average two year living expenses for dental hygiene students, by student category and by type of 


school: 1953-54 


Category of | 


Items of living expense 


student and | Total | | | Travel 
type of school | Food Shelter | Personal | Recreation ; | Health Other 
| Daily | Other 
All students $2,062 $622 $380 $546 $166 $95 $104 $64 $85 
Private 2,388 708 460 624 184 108 128 71 105 
Public 1,793 552 313 483 151 85 82 57 70 
Students 
away from home 2,563 877 568 590 177 48 145 57 101 
Private 2,912 943 654 691 197 60 171 74 122 
Public 2,236 816 487 496 157 37 120 43 80 
Students 
at home 1,247 208 75 473 150 172 36 73 60 
Private 1,368 247 85 493 160 202 44 68 69 
Public 1,170 181 69 464 143 152 30 77 54 
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STUDENTS-AT HOME 
Dotiars 
400 x 


Legend Schoo! Controi 


Public oO Privote 


Fig. 39 * Average two year living expenses of 
dental hygiene students, by type of school: 
1953-54 


travel by the former amounted to $236, 
by the latter to $167. The average pri- 
vate school student paid out $184 for 
recreation while her public school coun- 
terpart spent $151 for this item. Medical 
care during the two year school attend- 
ance cost private school students only 
$71 and public school students only $57. 

The most impressive differences in liv- 
ing costs between students in private 
and public schools were found in the 


group who lived away from home. The 
average outlay by private school students 
who lived away from home was $2,912 
as compared with $2,236 by public school 
students. The former spent $195 more for 
personal maintenance, $167 more for a 
place to live, $127 more for food, and 
$74 more for travel (Fig. 39). 

Among students who lived at home, 
those in private schools spent only $198 
more for items of living than did those in 
public schools. The actual totals were 
$1,368 and $1,170, respectively. Most of 
this difference is ascribed to the greater 
outlays for food and travel by private 
school students. Private school students 
actually paid out $9 less for medical 
care, although the average expenditures 
for medical care in both instances were 
negligible. 


SOURCES OF FUNDS 


Funds used for the financing of dental 
hygiene training came from a number of 
sources; however, the utilization of these 
sources varied widely from student to 
student. About 88 per cent of all students 
received funds from parents. Fifty-seven 
per cent paid part of their expenses from 
savings and 28 per cent used monies 
earned during the school year. Three per 


Table 64 ® Sources of funds of dental hygiene students, by student category and by type of school: 1953-54 


Category of 


Sources of funds 


student and Total , 
type of school Parents Savings Earnings Husbands’ | Scholarships Other 
earnings | and loans 
Average two year amount 
All students $3,039 $2,063 $463 $157 $113 $126 $117 
Private 3,656 2,584 509 139 131 165 128 
Public 2,529 1,628 425 173 98 97 108 
Students 
away from home 3,586 2,539 494 110 148 178 117 
Private 4,169 3,022 495 105 198 202 147 
Public 3,038 2,085 493 116 101 155 88 
Students 
at home 2,151 1,288 412 23) 56 46 118 
Private 2,659 1,731 535 204 4 95 90 
Public 1,812 987 330 252 93 13 137 
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cent reported husbands’ earnings as a 
source and 8 per cent received scholar- 
ship funds. Only 1 per cent received 
school loans while 6 per cent used funds 
borrowed from other sources. Finally, 17 
per cent of the students reported funds 
received from sources other than those 
specifically identified in the question- 
naire. 

Of the $3,039 expended by the average 
student to meet the cost of two years in 
school, $2,063, or more than two thirds, 
was supplied by parents (Table 64). 
Funds drawn from student savings aver- 
aged $463, or about 15 per cent of the 
total. Students’ and husbands’ earnings 
made up an additional $270, or slightly 
less than one tenth of all funds for the 
average student. Scholarships and loans 
accounted for only $126, and $117 was 
drawn from miscellaneous other sources. 

The greater costs for students living 
away from home as compared to those 
for students living at home were met 
principally through greater contributions 
from parents. In fact, the average amount 
drawn from this source by students away 
from home ($2,539) was nearly twice as 
great as that by students living at home 
($1,288). Surprisingly, the amounts re- 
ceived from other sources were not greatly 
different for the two student groups. Al- 
though funds obtained as student earn- 
ings were less for those living away from 
home, the difference was more than bal- 
anced by greater amounts from husband's 
earnings and from scholarships and loans. 

The data reported reflect only a small 
fraction of the total value of food and 
housing provided by parents of students 
living at home. It is interesting to note 
that the added amount contributed by 
parents to the expenses of students liv- 
ing away from home is roughly equiva- 
lent to the difference in the two year 
summated costs of food and shelter for 
the two categories of students. In other 
words, an adjustment of values to allow 
for these contributed items at their ap- 
proximate cash value for students living 
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Fig. 40 * Average two year amounts used 
trom selected fund sources, by student category 
and by type of school: 1953-54 


at home would place average living costs 
on a par for the two groups. 

Students in private schools received 
$2,584 from parents; those in public 
schools $1,628. A particularly large share 
of funds, both proportionately and in to- 
tal amount, utilized by private school 
students living away from home was re- 
ceived from this source (Fig. 40). Such 
funds amounted to $3,022, or three 
fourths of the $4,169 expended for the 
two years. In contrast, contributions from 
parents to public school students living 
at home averaged $987, or only slightly 
more than one half of their average total 
expenditure. 


Indebtedness * Only a fifth of all dental 
hygiene students found it necessary to go 
into debt to help finance the expense of 
their education. Of the 285 students who 
were in debt at the end of the school 
year, about a fourth owed $2,000 or more 
(Table 65). About one half owed be- 
tween $500 and $2,000, and the remain- 
der owed less than $500. About 17 per 
cent of first year students were in debt 
and the median indebtedness was $1,150. 
The median indebtedness of the 23 per 
cent of second year students who were in 
debt was $1,289. Private school students 


4 
2,085 “> 
330 
| $35 
252 
204 
198 4 
202 
= 90 
Legend Schoo! Control 
. 
» 
We 


356 ¢ THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


Table 65 ® Per cent of dental hygiene students reporting indebtedness, by 
year in school and by type of school: 1953-54 


Amount of | 
3 All 
indebtedness 
lend of school yr.) | *” 

Total 100.0 
No indebtedness 80.1 
With indebtedness 19.9 
Total with 

indebtedness 100.0 
Under $500 27.7 
500-999 15.8 
1,000—1,999 30.9 
2,000—2,999 11.2 
3,000—3,999 8.8 
4,000 and over 5.6 

Median $1,210 


incurred a considerably higher average 
indebtedness than did public school stu- 
dents. The median amount owed by pri- 
vate school students who were in debt 
was $1,375; that for indebted public 
school students, $1,045. 


FUTURE PRACTICE 


As stated previously, 1,432 students and 
27 schools participated in the study. On 
special request two additional schools at 
a later date submitted information on 
their students to be used specifically for 
this section. These data which indicate 
the practice plans of 57 additional stu- 


Table 66 © Per cent distribution of dental hygiene 
students, by location of dental hygiene school and 
location of home state: 1953-54 


j 

Geographic | Geographic location of home state* 

location of 
school 


| North- | North | South West 

east Central 
Total 100.0 100.0 100.0 100.0 
Northeast 96.6 1.4 27.4 2.0 
North Central 0.6 96.6 59 10.7 
South 28 14 64.9 0.7 
West — 0.6 1.6 86.6 


*"'Home state" is defined as the state where student 
completed high school. 


Year in school | 


Type of school 


First | Second | Private | Public 
- 
100.0 100.0 100.0 100.0 
83.0 76.8 78.9 81.1 
17.0 23.2 21.1 18.9 
100.0 100.0 100.0 100.0 
28.7 26.9 22.6 32.4 
15.5 16.0 15.3 16.2 
38.8 24.4 32.1 29.7 
10.8 11.5 16.8 6.1 
3.9 12.8 8.8 8.8 
2.3 8.4 44 6.8 
$1,150 $1,289 $1,375 $1,045 


dents are incorporated in the observa- 
tions presented. 

For the most part, students went to 
dental hygiene schools located in the 
region of the country where they finished 
high school. In all regions, except the 
South, the proportion was 9 out of 10 
(Table 66). Although the majority—65 
per cent—of Southern students attended 
Southern schools, about 28 per cent went 
to Northeastern schools and 6 per cent to 
North Central schools. 

Students participating in the study 
were asked to report the location where 
they expected to engage in dental hy- 
giene practice. The replies indicate that 


Table 67 °® Per cent distribution of dental hygiene 
students, by location of home state and location of 
planned future practice: 1953-54 


Geographic location of 


Geographic planned future practice 


location of | Total j 

home state North-| North South | West 

east |Central 

Northeast 100.0 97.1 0.4 2.1 0.4 
North Central 100.0 3.0 89.1 2.5 54 
South 100.0 47 2.3 91.2 1.8 
West 100.0 - 2.2 1.5 96.3 

*"'Home state’ is defined as the state where student 


completed 


high school. 
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85 per cent of the students expect to 
practice in their home states. (“Home 
state,” for the purpose of this report, is 
defined as the state where the student 
completed high school. ) The relative 
numbers who plan to become established 
in the regions where their home states are 
located are even greater. In fact, about 
97 per cent of both Northeastern and 
Western students expect to work in their 
home regions (‘Table 67). Approximately 
91 per cent of all Southern students plan 
to practice in the South and 5 per cent in 
the Northeast. Eighty-nine per cent of 
the students from the North Central re- 
gion intend to practice in that region 
while 5 per cent plan to become estab- 
lished in the West. 

The Northeast supplied, trained, and 
will, according to the responses, retain in 
practice the largest segment (nearly one 
half) of the dental hygiene students en- 
compassed in this study (Table 68). The 
next largest proportion, (almost a third) 
expect to practice in the North Central 
region. Nearly the same fraction came 
from that area and were trained there. 
Almost equal proportions (about one 
tenth of all students in each case) came 
from the South and West, were trained 
in those areas, and expect to practice 
within their boundaries. 


SUMMARY 


1. .Questionnaires were submitted by 
1,432 students, representing 80 per cent 
of the 1,794 dental hygiene students en- 
rolled during the 1953-54 academic year 
and 27 of the 31 dental hygiene schools 
in existence at that time. 


2. The average age at graduation of 
these dental hygiene students was 21 
years. Only 5 per cent were married. 
Thirty per cent had had some preprofes- 
sional college education and about one 
fifth worked outside school hours. 


3. Approximately one half of all stu- 
dents resided in rooming houses or dor- 
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mitories, while nearly two fifths lived 
with parents, other relatives, or friends. 


4. Students came generally from fam- 
ilies in the middle or high income brack- 
ets and their parents had better than av- 
education. More than half 
of the fathers of these students were em- 
ployed in professional or managerial oc- 
cupations, 8 per cent being dentists. 


erage one 


5. The average student expenditure 
for two years in school was $3,039, one 
third of which went for school items and 
two thirds for living expenses. The aver- 
age spent by students living away from 
home was $3,586 in contrast to $2,151 
spent by students who lived at home. 
Private school students spent $3,656 as 
compared to $2,529 spent by students in 
public schools. 


6. Two-year school expense averaged 
$977. Of this amount $644 went for tui- 
tion and fees, $164 for supplies and 


Table 68 ® Distribution of dental hygiene students, by 
region, and by location of home state and dental 
hygiene school and planned location of future practice 


1953-54 


Geographic location of 


Region Home Dental Planned 
state* hygiene practice 
school region 
Number 
Total t 1,489 1,489 1,489 
Northeast 651 696 605 
North Central 434 494 414 
South 189 160 145 
West 150 139 128 
Not reported 65 197 
Per cent 
Total 100.0 100.0 100.0 
Northeast 457 46.8 46.8 
North Central 30.5 33.2 32.1 
South 13.3 10.7 11.2 
West 10.5 9.3 9.9 


s defined as the state where student 
chool. 

jata for 57 students supplied by two 
which did report student expenditures 


*"'Home state" 
noleted high 


ta r 


tPercentage distributions are based on total reporting. 
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equipment, $88 for books, and the re- 
mainder for incidentals. 

7. The $2,062 average two-year liv- 
ing expense was distributed as follows: 
$622 for food, $546 for personal main- 
tenance, $380 for lodging, $199 for 
travel, $166 for recreation and $149 for 
all other expenses, including health fees. 

8. Students’ funds were supplied by a 
variety of sources. Of the average two- 
year expenditure of $3,039, $2,063 came 
from parents, $463 from savings, $157 


from students’ earnings, $113 from hus- 
bands’ earnings, $126 from scholarships 
and loans, and $117 from all other 
sources. 

9. At the close of the school year, 
about one fifth of the students were in 
debt, the median indebtedness for this 
group being $1,210. 

10. Eighty-five per cent of the stu- 
dents expect to practice in their home 
states, and more than 90 per cent in the 
region where the home state is located. 


COUNCIL ON DENTAL RESEARCH 


Supplement to the 


list of certified dental materials 


DELETION * The Council on Dental Research has been advised by the manufacturer 
of the following material that it is no longer being produced and should be eliminated 
from the List of Certified Dental Materials: 


CERTIFIED WROUGHT GOLD WIRE ALLOYS 
(A.D.A. SPECIFICATION NO. 7) 


Alloy Manufacturer or distributor 
G. B. Extra High Fusing Clasp Wire Goldsmith Bros. Smelting & Refining Co. 
DELETION * The Council on Dental Research has been notified by the manufacturer 
of the material listed below of his desire to have it removed from the List of Certified 
Dental Materials. 


CERTIFIED INLAY CASTING GOLD ALLOY 
(A.D.A. SPECIFICATION NO. 5) 
Alloy Manufacturer 
Wildberg C-2 Alloy Wildberg Bros. Smelting & Refining Co. 


ADDITION * Since the publication of the most recently revised List of Certified Dental 
Materials Revised to November 1, 1955, (J.A.D.A. 52:58 Jan. 1956) the following 
material which conforms to American Dental Association Specification No. 11 for 
Hydrocolloidal Impression Materials has been added. 


CERTIFIED HYDROCOLLOIDAL IMPRESSION MATERIALS—AGAR TYPE 
(A.D.A. SPECIFICATION NO. 11) 


Material Manufacturer or distributor 
Crown Hydro-Colloid 


General Refineries, Inc. 
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OF THE AMERICAN DENTAL ASSOCTATION 


Editorials 


Association petitions FTC 


to amend dental laboratory trade practice rules 


On November 4 of last year the Federal Trade Commission issued a set of trade 
practice rules for the commercial dental laboratory industry the wording of which 
has caused grave concern to the dental profession and has jeopardized harmonious 
relations between the profession and the dental laboratory craft. 

Specifically, concern is felt over certain segments of the FTC text describing the 
functions of the dental laboratory which infer that the dental laboratory has the 
responsibility for the design and occlusion of a prosthetic and orthodontic appliance. 
Such responsibility, according to state law, is that of the dentist. Furthermore, the 
proposed rules do not describe accurately the proper relation of the dental laboratory 
to the dentist ; nor do they protect the law-abiding dental laboratory from its unethical 
competitor. 

The interest of the American Dental Association in trade practice rules for the 
dental laboratory industry dates back to the fall of 1954 when the National Associa- 
tion of Dental Laboratories asked the Federal Trade Commission to grant the dental 
laboratories a set of rules applicable to business activities. At that time the Association 
urged that the language of the rules clearly and accurately delineate the functions 
of dental laboratories and the proper relation of the laboratories to the profession. 
In June 1955, during a public hearing held by the FTC, the Association repeated 
its recommendations. 
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Unfortunately the Federal Trade Commission failed to heed the Association’s 
advice. Consequently, the Association on June 28 of this year petitioned the Com- 
mission for the amendment or revocation of the trade practice rules. The Association 
has so advised the National Association of Dental Laboratories and has asked that 
organization to indicate whether it would cooperate in the effort to have the rules 
amended. To date the N.A.D.L. has not replied. The full text of the Association's 
petition is published on blue paper at the front of this issue. At least four constituent 
societies—New Jersey, Massachusetts, Maryland and Delaware—have joined in 
presenting to the FTC a separate petition seeking revocation of the rules. 

The Association is not opposed in principle to the issuance of clearly stated trade 
practice rules for the dental laboratory industry which would assist in eliminating 
bootleg laboratories and contribute to higher standards of dental laboratory service. 
But it is concerned over the accumulating evidence which indicates that a segment 
of the dental laboratory craft is deliberately using the rules in an effort to secure 
status beyond that permitted by the dental practice acts of the various states. 

The Association’s concern in this matter implies no criticism of ethical dental 
laboratories. The Bylaws of the Association spell out the high value placed on the 
sound relation between the dental profession and the dental laboratory craft and 
recognize the need for an efficient laboratory industry. The Association’s interest 
in the laboratory craft, however, is secondary to its interest in the health of the 
public. In this instance, as in all instances in which the welfare of the public is con- 
cerned, the Association must be guided by its obligation to society. 


Federal aid assures 


sharp increase in dental research 


Health legislation enacted by the eighty-fourth Congress promises to aid immediately 
and substantially programs designed to improve the nation’s health. Insofar as dental 
health and the need for dental research are concerned, the current Congress has 
been most understanding. The appropriation for federal fiscal year 1957 of 
$6,026,000 for Public Health Service dental activities, about $5,000,000 of which 
is for dental research, the authorization of a four million dollar building to house 
the National Institute of Dental Research and the appropriation of two hundred 
thousand dollars to cover the costs of its planning are among the major measures 
enacted to improve dental health in the United States. 

Other measures adopted include the Health Research Facilities Construction Act 
which establishes a three year $90,000,000 matching grant program for construction 
of research facilities, principally in schools of dentistry and medicine. This legislation 
also provides for a National Advisory Council on Health Research Facilities, to con- 
sist of twelve members, eight of whom are to be leading medical, dental and scientific 
authorities. As one of its final actions, moreover, the eighty-fourth Congress appro- 
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priated $30,000,000 for federal fiscal year 1957 to launch the construction grant 
program. 

Seldom has an American Congress demonstrated such keen and sympathetic 
interest in the dental health of the nation. THE JOURNAL joins with dentistry through- 
out the country in voicing its appreciation of the assistance rendered dental research 
and education, both of which are designed to improve dental health. 


Dental roentgenography : 


patients’ fears unfounded 


The recent publicity given reports of a study conducted by the U. S. National 
Academy of Sciences on the biological effects of radiation has caused a great numbe1 
of people to become unduly alarmed about the possible harmful effects of dental and 
medical roentgenography. In some sections of the country, it is reported, dentists’ 
offices have been swamped by inquiries from frightened patients and cancellations of 
appointments are not uncommon. 

Although it is unfortunate that the publicity aroused so much apprehension, it did 
have the salutary effect of reminding members of the health professions of the well- 
known and long-known but frequently disregarded dangers of radiation. Every 
dentist might well read the Academy’s two reports on the effects of radiation entitled 
Summary Reports and A Report to the Public.’ Of immediate interest to the dentist 
are the sections on genetics? and on pathology® as they equip the dentist to answer 
the questions on this subject most frequently asked by patients. Principally these 
questions concern the genetic damage that might be caused by exposure to roentgen 
rays used in dental diagnosis. Such concern is unfounded as modern x-ray equipment 
reduces such dangers to a minimum. Discussing this subject the National Academy of 
Sciences has this to say in A Report to the Public: 

“The average dental x-ray delivers five roentgens to the patient’s jaw, but only five 
thousandths of a roentgen of stray radiation to more remote parts of the body such 
as the gonads.” 

Unfortunately, however, this paragraph in the Report is followed by a statement 
which has been misinterpreted by many dental patients: 

“It is also estimated that a dose of 10 roentgens to every person in the United States 
would cause something on the order of five million mutant genes which would then 
be a part of the population’s inheritance pool. This figure is subject to considerable 
uncertainty.” 

The dose of 10 roentgens refers to that quantity of radiation exposure to the 
reproductive cells. Some persons, reading carelessly, might jump to the conclusion 
that two dental roentgenograms—‘five roentgens to the patient’s jaws”—would be 
the equivalent of ten roentgenograms to the gonads. 

Although the extreme safety of modern x-ray equipment has reduced the hazards 
of single roentgen ray exposures to a minimum, such benefits may be outweighed by 


Al 
ay 
vay 


362 © THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


the enormous increase in the use of roentgen ray radiation. ‘The Committee on the 
Genetic Effects of Atomic Radiation wisely recommends: 

“That the medical [dental] authorities of this country initiate a vigorous movement 
to reduce the radiation exposure from x-rays to the lowest limit consistent with 
medical necessity; and in particular that they take steps to assure that proper safe- 
guards always be taken to minimize the radiation doses to the reproductive cells.” 

It goes without saying that every practice that will reduce the radiation needed to 
expose the roentgen film properly should be employed by the dentist. Among such 
measures are the following: the reduction of the cross section of the useful beam of 
roentgen rays to the smallest usable size by proper collimation; the use of an alumi- 
num filter; provision of a timer to terminate the exposure after a preset time; the 
use of high kilo voltages and short time exposures; a dead-man exposure control 
switch, and the use of high-speed films. These measures have been discussed in 
several recent JOURNAL articles** on methods of controlling radiation exposure. They 
are also summarized in Section 8 of X-ray Protection, Handbook 60° published by 
the National Bureau of Standards, which, like the two recent reports on the effects 
of radiation published by the U. S. National Academy of Sciences, should be in the 
working library of every dentist. 


1. The biological effects of atomic radiation. Washington, D.C., U. S. National Academy of Sciences, National 
Research Council, 1956. 
2. Genetic effects of atomic radiation. Science 123:1157 June 29, 1956. 


3. Pathologic effects of atomic radiation. Science 124:60 July 13, 1956 

4. Nolan, William E. Radiation hazards to the patient from oral roentgenography. J.A.D.A. 47:68! Dec. 1953 
5. Smith, Scott W. Protection in the use of dental roentgenographic equipment. J.A.D.A. 51:12 July 1955 

6. Todd, Russel! !., and Worth, Donald C. Use of roentgen rays in the dental office. J.A.D.A. 51:664 Dec. 1955 
7. Budowsky, Jack, and others. Radiation exposure to the head and abdomen during roentgenography. J.A.D.A 


52:555 May 1956. 
8. Etter, L. E. Radiation dose reduction by higher voltage dental roentgenography. J.A.D.A. 53:305 Sept. 1956. 
9. X-ray protection. Nationa! Bureau of Standards Handbook 60. Washington, D. C., Superintendent of Document 
1955. 
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Washington News Letter 


The 84th Congress of 1955-56 broke all 
records for national health legislation en- 
acted, considering not only substantive 
laws but also the appropriation of funds. 
Following are its major accomplishments 
in this field: 

Authorization of a three-year program 
of federal subsidies for construction and 
equipment of research facilities in medical 
and dental schools, hospitals and univer- 
sities, with a total of 90 million dollars 
in government funds authorized for grants 
in aid. 

Amendment of the social security law 
extending coverage to dentists, lawyers 
and all other self-employed professionals 
except physicians; making totally disa- 
bled persons eligible for benefits at age 
50 and lowering the women’s retirement 
age to 62. 

Passage of a career incentive bill sub- 
stantially increasing the pay of Army, 
Navy, Air Force and Public Health Ser- 
vice medical and dental officers and ac- 
celerating promotions by giving each 
profession one additional year’s construc- 
tive service credit. 

Provision for traineeships in nursing, 
practical nursing and public health, with 
the latter category including dentistry 
along with medicine, nursing, sanitary 
engineering and certain other public 
health specialties. 

Initiation of continuing and _ special 
surveys of illness and physical disabilities, 
to be conducted by the U. S. Public 
Health Service in collaboration with the 
Census Bureau. 

Authorization of 4 million dollars to 
erect a building for the National Institute 
of Dental Research, appropriation of 
$200,000 for its planning and design, and 
the granting of greater funds than ever 
before to support both governmental and 
nongovernmental dental research. 
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Statutory recognition for the first time 
of government’s responsibility to provide 
health services for dependents of military 
personnel. The new law authorizes utili- 
zation of civilian care as well as care pro- 
vided in military facilities. This program 
is scheduled to go into effect on or before 
December 8, 1956. 

Congress also approved laws permit- 
ting commissioning of osteopaths in the 
armed services, tightening narcotics con- 
trol statutes, liberalizing health benefits 
for federal employees in overseas service, 
giving Alaska financial help to promote 
better care of the mentally ill, continuing 
state grants for purchase of poliomyelitis 
vaccine and amending income tax laws te 
encourage larger individual contributions 
to tax-exempt organizations engaged in 
medical research. 

When the 85th Congress is convened in 
January, attention will be given early to 
legislation providing for federal construc- 
tion grants to medical and dental schools. 
Both President Eisenhower and Marion 
B. Folsom, Secretary of Health, Educa- 
tion and Welfare, expressed disappoint- 
ment that professional school subsidies 
were not voted in 1956. This plan mar- 
shaled strong bipartisan support on Capi- 
tol Hill and undoubtedly would have been 
adopted but for complications which be- 
fell efforts to obtain federal aid to pri- 
mary and secondary education. 


USPHS APPOINTMENTS 


Two high level vacancies in the National 
Institute of Dental Research have been 
filled by the U. S. Public Health Service. 
Seymour J. Kreshover has been named 
associate director and F. Earle Lyman, 
Ph.D., chief of extramural programs. 
Dr. Kreshover formerly was professor 
of oral pathology and diagnosis, director 
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of dental research and director of gradu- 
ate and postgraduate studies at Medical 
College of Virginia. Besides his degree in 
dentistry from University of Pennsylva- 
nia, he holds an M.D. from New York 
University and a Ph.D., from Yale. 

In World War II, Dr. Kreshover served 
in the Army as chief of dental service of 
the 39th General Hospital. The Western 
Pacific Base Command awarded him a 
commendation ribbon. 

Dr. Lyman is a graduate of the Univer- 
sity of Michigan and formerly was at- 
tached to the Division of Research Grants 
at the National Institutes of Health. 

Seventy-seven students from 15 medi- 
cal and eight dental schools took part in 
the U. S. Public Health Service annual 
vacation training program during the 
past summer. 

As commissioned USPHS officers of 
the Reserve, on active duty, the second 
and third year students were assigned to 
hospitals, dispensaries, research labora- 
tories and public health units in all parts 
of the country. Participating dental stu- 
dents were as follows: 


Oscar H. Tatum, Jr., of Opelika, Ala., 
Emory University School of Dentistry; 
Kay D. Curtis of Thatcher, Ariz., Uni- 
versity of California College of Dentistry; 
Norman S. Alpher of Washington, D.C., 
Baltimore College of Dental Surgery; 
William H. Dahlberg, Eagle Grove, Iowa, 
Iowa University College of Dentistry. 


Also, Charles E. Turney, of Emporia, 
Kan., University of Kansas City School 
of Dentistry; Lewon W. Fisk of Bethesda, 
Md., Western Reserve University Dental 
School; Robert E. Mecklenburg of Min- 
neapolis, University of Minnesota School 
of Dentistry; Richard H. Johnson of 
Seattle, University of Washington Dental 
School. 


The Department of Defense has com- 
pleted appointment of the advisory com- 
mittee on dependents’ medical care. 
Medical and dental professions, Ameri- 
can Hospital Association and the health 
insurance associations are represented on 
the committee, whose first meeting prob- 
ably will be held in late September. 
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International Correspondence 


NEWS FROM GREAT BRITAIN 


Readers from abroad will wish to congratulate 
Sir Wilfred Fish, who was chairman of the 
now defunct Dental Board, on being elected 
the first president of the General Dental Coun- 
cil. Sir Wilfred has sent the following con- 
tribution to this letter. 

“At midnight on July 3 the Dental Board 
of the United Kingdom expired, aged 35 
years. During these years it has performed 
the duties of keeping the Register, hearing 
discipline cases and spending its surplus funds, 
collected by way of annual registration fees 
from the profession, on dental education and 
research and on any public matter connected 
with dentistry. This last duty was a general 
requirement that meant the Board had parlia- 
mentary sanction to take an interest in almost 
any phase of dental life, such as provision of 
professional chairs, dental health education, 
recruitment to the profession and so on. But 
despite its responsible duties and wide inter- 
ests, it always had to apply for final sanction 
in cases of disciplinary action or spending of 
money to the General Medical Council. 

“The new Dentists’ Act of 1956 abolished 
this requirement and established a General 
Dental Council with as wide powers over the 
dental profession as the General Medical 
Council has over the medical profession. The 
new law rendered the new Dental Council 
quite independent of the Medical Council. It 
was appropriate that the Queen should ap- 
point July 4 as Independence Day and, ac- 
cordingly, at 10:30 on that day, the Council 
assembled. 

“The Dental Board and the General Medi- 
cal Council have always occupied adjoining 
houses which were actually rebuilt into one, and 
as the new Dental Council had taken over the 
assets and liabilities of the old Board as well 
as its duties, it met in the Board’s old quar- 
ters. But since the new Council was so much 
larger than the Board, it had to borrow the 
council chamber of the General Medical Coun- 
cil for its first meeting. The first duty was to 
elect a president, and it took over the chair- 
man of the old Dental Board to fulfill the 
duties of the new post. 

“The new body has to take over not only 
the disciplinary duties and responsibilities for 
registration from the old Dental Board, but 
from the General Medical Council it has to 
take over the duty of ensuring that a proper 
standard of dental education is maintained by 


the universities and colleges. To do this, there 
is One representative appointed to the Coun- 
cil, generally a professor of dental surgery, 
from each licensing body. This makes a total 
of 18 members which, with 11 members elected 
by the dental profession and seven appointed 
by the Privy Council, completes the regular 
membership. The General Medical Council 
appoints six additional members, whose only 
function is to serve on the education com- 
mittee. 

“These six members include a physician, 
two surgeons, a pathologist, an anatomist and 
a physiologist. The appointment of these men 
perpetuates all that is best in the medical 
tradition that we have inherited in dentistry 
in this Country. The Privy Council nominees 
include four laymen, one of whom is a woman 

“At the first meeting, the new Council pro- 
ceeded to elect treasurers and set up commit- 
tees. The education committee has not only 
to consider, and in due course publish, recom- 
mendations on the curriculum and to appoint 
visitors to attend all qualifying examinations 
and inspect dental schools, but it has to set 
up an entirely new examination for foreigners 
or citizens of the Commonwealth from abroad 
who wish to practice in the United Kingdom. 
This is an examination rather like the state 
board examination in the United States of 
America, except that it will not have to be 
taken by graduates of the United Kingdom 
or of those Commonwealth countries whose 
diplomas are generally recognized. Moreover, 
the examination will be held by one or more 
of our existing licensing bodies. 

“The education committee also has to ad- 
vise the Council as to what degrees and diplo- 
mas are suitable for registration as ‘additional 
qualifications’ in the register against the 
names of those who have won them. The 
significance of this is that unless a qualifica- 
tion is registered, a dentist is prohibited from 
using it in his practice though he may have 
been at great pains to win it. For example, 
none of the American Doctorates of Dental 
Surgery are at present registrable as addi- 
tional qualifications. 

“Other committees set up were the dental 
health education committee and the discipline 
committee, which together with its preliminary 
proceedings committee, is concerned with 
hearing cases of alleged misconduct by den- 
tists. 

“An entirely new departure in the dental 
life of the country was introduced by the 
establishment of the ancillary workers com- 
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mittee to which the Privy Council appoints 
additional members who are not on the Gen- 
eral Dental Council. This committee, working 
as a standing committee of the Council, will 
have to make regulations for hygienists to 
work in private practice. More novel stiil is 
their duty to set up an experiment on the 
lines of the New Zealand Nurse Service, 
though this experiment will not be undertaken 
until the Privy Council, having consulted the 
new General Dental Council, decides that it 
should be carried out. 

“The establishment of all these committees, 
the adoption of a set of rules covering 30 or 
40 pages as well as the setting up of an ex- 
ecutive committee and one for finance, occu- 
pied a very full day; a second day was devoted 
to meetings of the committees themselves. 

“That the whole enterprise should have 
gone so smoothly is a great tribute to the ex- 
cellent staff work carried out by the perma- 
nent officials of the old Dental Board, who 
were charged with the duty of carrying out 
all the preliminary work and who have now 
been confirmed in their office by the new 
Council. It also owes much to the tolerance 
and cooperative spirit of the members of the 
new body. 

“There will be another preliminary meet- 
ing of the Council and committees in Sep- 
tember, and the first regular session of the 
Council will be held in November.” 


ROYAL COLLEGE OF SURGEONS 


The Faculty of Dental Surgery of the Royal 
College of Surgeons of England held its an- 
nual meeting July 20. At the meeting re- 
tiring members Sir Wilfred Fish, Brigadier 
Broderick and Arthur Bulleid, who had been 
re-elected, were received by the dean, Prof. 
Frank Wilkinson. A general meeting of Fel- 
lows and licentiates followed at which the 
Fellowship in Dental Surgery was conferred 
upon Dr. A. L. Walsh, former dean of McGill 
Dental School, Ontario. Dr. Walsh had trav- 
eled from Canada especially to receive this 
honor in person from Sir Harry Platt, presi- 
dent of the College. Mr. W. E. Earle was 
elected to the Board as one of the three rep- 
resentatives of the licentiates in dental surgery 
of the College. 

Then followed the Charles Tomes lecture, 
given this year by Dr. B. W. Fickling, on oral 
surgery involving the maxillary sinus. In the 
evening, 300 sat down to a banquet in the 
great hall of the College. There were 30 
prominent guests, including the Minister of 
Health, The Rt. Hon. R. H. Turton, who 
showed his interest in the dental profession 
in a fine speech, responded to by Dean Wil- 
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kinson, who discussed some essential require- 
ments for the future of the dental profession. 
All in all, the dental profession in England 
has every reason to be proud of its showing 
on such a day. 


ITEMS OF INTEREST 


Dr. Stewart Ross reports that Dr. Bernerd 
Kingsbury, president of the American Dental 
Association, has now left our shores, leaving 
behind him many new friends and admirers. 
He and his charming wife honored the British 
Dental Association by being present at the 
annual conference held in Brighton. 

Dr. Pio Lalli, secretary-general of the or- 
ganizing committee of the Rome congress to 
be held next year under the auspices of the 
Fédération Dentaire Internationale, is visiting 
London. The Twelfth International Dental 
Congress shows promise of being an outstand- 
ing event in world dentistry. Our good wishes 
go out to Dr. Lalli in the mammoth task 
which he has undertaken. 

At the annual conference of the Associa- 
tion, steps were taken to form a new standing 
committee to be known as the dental health 
committee. This will take the place of the 
advisory research committee, and one of its 
functions will be to work on the somewhat 
neglected question of dental health education 
for the public. 

G. H. Leatherman, 
D.M.D., F.D.S., R.C.S., F.A.C.D. 


NEWS FROM BRAZIL 


Francisco Degni, professor of dental mate- 
rials and applied chemistry at the Dental 
School of the University of Sao Paulo, has 
recently completed a translation into Portu- 
guese of the fourth edition of The Science of 
Dental Materials by Eugene W. Skinner of 
Northwestern University Dental School in 
Chicago. 

Dr. Degni, who obtained a Master’s degree 
from Northwestern University Dental School 
in 1946, studied on a fellowship under the 
Provision of the Buenos Aires Convention for 
the Promotion of Inter-American Cultural Re- 
lations. His major subject was dental mate- 
rials. 

He was assisted in the translation by Jose 
Almeida Carvalho, Virginio Pessoa Delgado 
Filho and Dioracy Fonterrada Vieira, who are 
associated with him on the faculty of the 
Dental School of the University of Sao Paulo 
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News of Dentistry 


TRUSTEES PREPARE REPORTS FOR OCTOBER ANNUAL SESSION 
AT MID-YEAR MEETING HELD IN CHICAGO 


The American Dental  Association’s 
Board of Trustees met August 9-11 at 
the Central Office in Chicago to review 
Association activities and to prepare re- 
ports for the October 1-4 meeting of the 
House of Delegates. 

Three reports were prepared: the first 
on Association affairs, the second con- 
taining recommendations of the Board 
on resolutions submitted by Association 
Councils and constituent societies, and 
the third on the Federal Trade Commis- 
sion’s trade practice rules for the com- 
mercial dental laboratory industry, and 
related matters. A fourth report, de- 
voted to financial affairs of the Asso- 
ciation, will be prepared at the Sep- 
tember 26-October 3 meeting of the 
Board, just prior to the annual session. 


RESEARCH 


A major activity of the Association dur- 
ing the past year has been its campaign 
to win federal funds for dental research. 
The campaign came to a successful con- 
clusion when more than six million dol- 
lars was voted for the dental health ac- 
tivities of the U. S. Public Health Service, 
of which $3,715,000 is earmarked for 
grants for dental research, and the 
authorization of funds for a National In- 
stitute of Dental Research building was 
increased from two to four million 
dollars. 

The Board voiced “its appreciation to 
the many members of the Congress who 
supported the Association’s request,” and 
cited particularly Sen. Lister Hill of Ala- 
bama, Rep. John E. Fogarty of Rhode 
Island, Rep. J. Percy Priest of Tennessee 
and Sen. James E. Murray of Montana, 
who played leading roles to increase re- 
search appropriations. 


SURVEY OF DENTISTRY 


The Board voted $60,000 a year for a 
two year period to help finance “A Sur- 
vey of Dentistry in the United States.” 
The Board’s appropriation brings to 
$400,000 the amount obtained for the 
study. Previously, grants were received 
from the W. K. Kellogg Foundation 
($250,000), the Rockefeller Brothers 
Fund, Inc. ($25,000) and from the Louis 
W. and Maud Hill Foundation ($5,000). 
The survey will be conducted by the 
American Council on Education and is 
expected to begin early in 1957. 


1960 ANNUAL SESSION 


C. Stanley Rice of Beverly Hills, Calif. 
was appointed by the Board as chairman 
of the General Committee on Local Ar- 
rangements for the 1960 annual session 
to be held in Los Angeles October 17-20. 
Dr. Rice died suddenly August 10, 
shortly after the chairmanship had been 
conferred on him. 


BUILDING PROGRAM 


The Special Committee on Association 
Headquarters announced the virtual 
completion of the building and remodel- 
ing of the Central Office building. Cost 
of the structure was within the $1,400,000 
amount authorized for the project. The 
building will be formally dedicated at an 


» open house to be held in February 1957 


during the Chicago Dental Society’s Mid- 
winter Meeting. 


DENTAL LABORATORY CODE 


A final recommendation from the Board 
to the House of Delegates concerning 
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Association policy on the Federal Trade 
Commission’s Rules for the Commercial 
Dental Laboratory Industry was deferred 
until the Atlantic City meeting as, at the 
time of the August Board meeting, the 
FITC was still considering the Associa- 
tion’s request that the Rules be properly 
amended or else revoked. A preliminary 
report outlining the Association’s activi- 
ties to date was prepared by the Trustees. 


CONSULTANTS 


In additional actions, the Board ap- 


pointed consultants to the various Asso- 
ciation Councils for terms ending with 
the 1957 annual session. Appointed con- 


The officers and trustees of the Association 
played host to the Central Office staff at an in- 
formal reception given during the recent Board 
meeting. Among the quests were past presidents 
and officers of the Association (above, |. to r.): 
C. Willard Camalier (president, 1937-38); Leslie 
M. FitzGerald (1953-54); Robert Thomas, a past 
trustee; Harold Hillenbrand, Association secre 
tary; Clyde Minges (1948-49); Bernerd C. Kings- 


sultants to the Council on Dental Health 
were: 


Pearl Bierman, medical care consultant, 
American Public Welfare Association, Chi- 
cago; Herbert K. Cooper, director, Lancaster 
Cleft Palate Clinic, Lancaster, Pa.; Kenneth 
A. Easlick, professor, School of Dentistry, 
University of Michigan, Ann Arbor, Mich. ; 
Maurice J. Friedman, acting dental director, 
division of dental hygiene, Arkansas State 
Board of Health, Littlke Rock; Donald J. 
Galagan, assistant chief, division of dental 
public health, U. S. Public Health Service, 
Washington, D. C.; Irving R. Hardy, pro- 
fessor of prosthodontics, Tufts College, Bos- 
ton; Robert G. Kesel, professor of applied 
materia medica and therapeutics, University 
of Illinois, Chicago; C. A. Kulp, dean, Whar- 
ton School of Finance and Commerce, Uni- 


bury, whose term expires this year; LeRoy M. Ennis (1951-52); H. B. Washburn (1947-48), and Harold 
W. Oppice (1950-51). Right: Two members of the Central Office staff marked their 25th anniversary 
with the Association. Bernerd C. Kingsbury, Association president (center), presented Miss Eleanore 
Dufour (left) and Miss Olga Norberg (right) with silver trays from the officers and trustees. Miss 
Dufour is employed for the Council on Dental Therapeutics. Miss Norberg for the Council on Legisla- 
tion. 
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had 
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sibel 


Trustees and officers who met in the enlarged and modernized board room of the Central Office 


August 9-11 were (seated, |. to r.): Gerald D. Timmons, speaker of the House: H. B. Washburn, 
treasurer; Harry Lyons, president-elect; Bernerd C. Kingsbury, president: Francis J. Herz, first vice- 
president; Magnus C. Hansen, second vice-president, and Marvin E. Kennebeck, third vice-president. 


Standing (I. to r.) are: Howard B. Higgins, Fifth D 
Lewis W. Thom, Tenth District; Arthur W. Easton 


trict Trustee; Edward R. White, Fourth District; 


First District; Earl G. Jones, Seventh District; Lon 


W. Morrey, editor; William R. Alstadt, Twelfth District; C. Willard Camalier, assistant secretary; 
Harold Hillenbrand, Association secretary; Clarence S. Renouard, Eleventh District; John R. Abel, 
Thirteenth District; Arthur F. Schopper, Sixth District; Paul H. Jeserich, Ninth District; Percy T. 
Phillips, Second District; Charles H. Patton, Third District, and L. H. Jacob, Eighth District. 


versity of Pennsylvania, Philadelphia; Maury 
Massler, professor of pedodontics, University 
of Illinois, Chicago, and Donald H. Miller, 
lecturer on practice management, Elmira, 


Consultants named for the Council on 
Federal Dental Services were: 


Thomas P. Fox and James P. Hollers, 
members of the advisory committee to the 
Assistant Secretary of Defense; Harold W. 
Oppice, member of the Health Resources Ad- 
visory Committee; John G. Carr of Camden, 
N. J., and Russell Sumnicht, Fort Meade, Md., 
currently members of the Association’s Sub- 


committee on Civil Defense, and Russell W. 
Bunting, dental consultant, health office, 
Federal Civil Defense Administration. 


The Board approved the following as 
consultants for the Council on Dental 
Education: 


Leroy R. Boling, Washington University 
School of Dentistry, St. Louis; Mrs. Francis 
E. Dolan, University of Bridgeport, Fones 
School of Dental Hygiene, Bridgeport, Conn. ; 
O. M. Dresen, Marquette University School 
of Dentistry, Milwaukee; Roy G. Ellis, Uni- 
versity of Toronto Faculty of Dentistry, 
Toronto, Canada; Walter F. Harrison, S. D. 
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Bell Dental Manufacturing Co., Atlanta, Ga.; 
Gustav O. Kruger, Georgetown University 
School of Dentistry, Washington, D. C.; Ray- 
mond J. Nagle, New York University College 
of Dentistry, New York; Clarence M. Peebles, 
Northwestern University Dental School, Chi- 
cago; Ray V. Smith, State University of 
Iowa College of Dentistry, lowa City; Miss 
Margaret E. Swanson, American Dental Hy- 
gienists’ Association, Washington, D. C., and 
George W. Teuscher, Northwestern University 
Dental School, Chicago. 


Consultants appointed for the Council 
on Dental Research were: 


Wallace D. Armstrong, Minneapolis; Her- 
bert D. Ayers, Jr., Flushing, N. Y.; Harold C. 
Hodge, Rochester, N. Y.; Seymour J. Kresh- 
over, Richmond, Va.; William Lefkowitz, 
Columbus, Ohio; Miles R. Markley, Denver; 
Harold J. Noyes, Portland, Ore.; Ralph W. 
Phillips, Indianapolis; Reidar F. Sognnaes, 
Boston ; Kenneth H. Strader, Perrysburg, Ohio; 
William Ward Wainwright, Los Angeles, and 
Donald T. Waggener, Lincoln, Neb. 


Approved as consultants for the Coun- 
cil on Dental Therapeutics were: 

Mary C. Crowley, University of Michigan 
School of Dentistry, Ann Arbor, Mich.; Har- 
rison Flippin, University of Pennsylvania 
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Graduate School of Medicine, Philadelphia; 
Wendell H. Griffith, Medical School of the 
University of Southern California at Los 
Angeles; Stanley C. Harris, Northwestern 
University Dental School, Chicago; Walter C. 
Hess, Georgetown School of Dentistry, Wash- 
ington, D. C.; F. J. McClure, National In- 
stitute of Dental Research, Bethesda, Md., 
and Edward Sleeper, Tufts University School 
of Dental Medicine, Boston. 


Consultants for the Council of the 
National Board of Dental Examiners ap- 
pointed by the Board were: 


Thomas Birkbeck, Milton-Freewater, Ore. ; 
Edgar D. Coolidge, Evanston, Ill.; Alton K. 
Fisher, University of Iowa College of Den- 
tistry, lowa City; William B. Martin, Denver; 
Norman <A. Moore, Kansas City-Western 
Dental College, Kansas City; Harold J. 
Noyes, University of Oregon, School of Den- 
tistry, Portland, Ore.; Rene Rochon, Univer- 
sity of Detroit School of Dentistry, Detroit; 
Theodore Rosebury, Washington University 
School of Dentistry, St. Louis; Philip L. 
Schwartz, New Brunswick, N. J.; Thermon B. 
Smith, Little Rock, Ark.; Gordon L. Teall, 
Hiawatha, Kan.; Robert J. Wells, Chicago, 
and Leland E. Weyer, USPHS, Washing- 
ton, D. C. 


All officers and trustees attended the 
meeting. 


ASSOCIATION POLICIES TO BE SET BY DELEGATES OCTOBER 1-4; 
FILMS, ESSAYS, CLINICS COORDINATED IN SCIENTIFIC PROGRAM 


The 416 member House of Delegates of 
the American Dental Association, top 
governing body of organized dentistry, 
meets in Atlantic City, N.J., October 1-4. 
The House will determine policies for the 
coming year in such areas as federal legis- 
lation, hospital dental service, student 
membership in the Association, relations 
of the profession with the laboratory craft 
and dental specialties. Reports of Associa- 
tion Councils and resolutions from state 
societies will be considered. Officers are 
to be elected. 

In addition, an extensive scientific pro- 
gram of essays, clinics, motion pictures 
and exhibits is planned. A journalism 


conference and a conference of state so- 
ciety officers precede the annual session. 
A major event on the social program is a 
concert by the world famous Philadelphia 
orchestra, conducted by Eugene Or- 
mandy. 


REFERENCE COMMITTEES 


Council reports and resolutions to come 
before the House will be studied by 
three standing and seven reference com- 
mittees, whose members have been ap- 
pointed by President Bernerd C. Kings- 
bury. The appointments, with the three 
standing committees listed first, are: 


aa 
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Constitution and Bylaws ¢ Fritz A. Pierson, 
Lincoln, Neb., chairman; James Berney, 
Davenport, Iowa; E. B. Penn, Miami, Fla.; 
Herbert L. Taub, Jamaica, N. Y., and C. M 


laylor, Houston, Texas 


Credentials * Paul W. Zillmann, Buffalo, 
chairman; Harold M. Kramer, Portland, Ore. 
and Carl J. Madda, Chicago. 


Rules and Order * Joseph V. Masino, Phila- 
delphia, chairman; Paul H. Asher, Gary, Ind., 
and L. W. Gochenour, Clarksburg, W. Va. 


Dental Education * William A. Garrett, At- 
lanta, Ga., chairman; Alva S. Appleby, Skow- 
hegan, Me., and Raymond E. Myers, Louis- 
ville, Ky. 


Dental Research and Therapeutics * Victor 
L. Steffel, Columbus, Ohio, chairman; Allen 
R. Cutler, Boise, Idaho, and Obed H. Moen, 
Watertown, Wis. 


Dental Trade and Laboratory Relations * 
William S. Smith, San Francisco, chairman; 
G. Herbert Fitz, Pontiac, IIL, and Isidore 
Teich, New York City. 


Federal Dental Services * G. B. Clendenin, 
Bethesda, Md., chairman; H. R. Rutten, 
Devils Lake, N. D., and J. R. Short, Kalama- 
zoo, Mich. 


Hospital Dental Service * Bruce F. Wilkinson, 
Tyler, Texas, chairman; Lyall O. Bishop, Wal- 
nut Creek, Calif., and Daniel J. Holland, 
Brookline, Mass. 


Insurance * P. B. Hair, Spartanburg, S. C., 
chairman; David Hunn, Troy, N. Y., and 
Alfred E. Smith, New Orleans. 


Legislation * Isaac Sissman, Pittsburgh, chair- 
man; H. J. Niedhamer, Cincinnati, and George 
J. White, Riverton, N. J. 


Miscellaneous Business * Henry E. Colby, 
Minneapolis, chairman; Andrew M. Ballen- 
tine, Pulaski, Tenn., and C. F. Isenberger, 
Lanark, II. 


Public Health + Phillip J. Tennis, Los Angeles, 
chairman; Nicholas Migliaccio, Providence, 


R. L., and K. J. Ryan, Flint, Mich. 


Report of President * C. S. Foster, Cedar 
Rapids, Iowa, chairman; Rolla C. Calkin, 
Guthrie, Okla., and Edmund J. Leach, Salinas, 
Calif. 
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ELECTION OF TRUSTEES 


In addition to the selection of a president- 
elect, three vice-presidents and a speaker 
of the House, Trustees are to be elected 
for the Third, Fourth, Fifth, Eighth and 
Ninth Districts. Trustees whose current 
three year terms will be completed are: 
Charles H. Patton, Edward R. White, 
Howard B. Higgins, L. H. Jacob and Paul 
H. Jeserich. All but Dr. Jacob, who has 
served two terms, are eligible for re-elec- 
tion. 


SCIENTIFIC SESSION 


A clinical psychologist and a psychiatrist 
will join a dentist in evaluating the use 
of hypnosis in dental practice as part of 
the scientific session this year. The three 
men will be panelists in a symposium 
presented by the Section on Anesthesiol- 
ogy. The psychologist is Milton V. Kline, 
Ph.D., of New York; the psychiatrist, 
Harold Rosen, M. D., of Baltimore, and 
the dentist, Arthur Kuhner of Cleveland. 
Panel moderator is Wilbur O. Ramsey. 
It is the first time that hypnosis has been 
chosen as a symposium subject for the 
annual session. 

The use of hypnosis will be discussed 
also as part of a panel on anesthesia for 
the child patient, presented by the Sec- 
tions on Pedodontics and Anesthesiology. 
In addition, a motion picture on hypno- 
sis in dentistry will be shown. The motion 
picture and panels on hypnosis have been 
scheduled so as not to conflict with each 
other timewise. 

Coordinated scheduling of essays, 
clinics and films by subject has been ar- 
ranged throughout the scientific program 
to make it possible for the dentist to hear 
and see everything offered in the scien- 
tific session on the subject of concern to 
him. 

A second group of essays, motion pic- 
tures, clinics and exhibits expected to be 
of major interest is the use of photography 
in dentistry. Evaluation of photography in 
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the dental office, photographic technics 
in dentistry and practical application of 
photography in office use will be discussed 
by Bert W. Gilbert of Springfield, LL, 
Stanley S. Goldberg of Chicago and Jack 
D. Carr of Indianapolis. 

Several table clinics on photography 
are scheduled. In addition, a motion pic- 
ture will be shown on the technic of time- 
lapse photography as recently developed 
for dental research. An exhibit is planned 
on the use of the technic for a study of 
gingival changes. 


Symposiums * Additional symposiums are 
on clinical implications of recent research 
in oral cancer, current status of high 
speed, super speed and ultrasonic cutting 
instruments and pitfalls in handling filling 
materials. In all, ten symposiums are 


planned. 


Motion Pictures * An innovation in this 
year’s motion picture program is the com- 
bining of films with two symposiums. 
Movies on the temporomandibular joint 
will be followed by discussion between 
the film producers and the audience. 

The motion picture program runs con- 
tinuously for four days; 45 films will be 
shown, all but one have their annual 
session premiére this October. Of the 
total, 21 were produced during the cur- 
rent year; 17 in 1955. 

Of particular interest will be those films 
in the TV series. These are suitable for 
use on television. In addition, kinescopes 

film records of live TV programs) have 
been chosen to show dentists ways of pro- 
ducing TV shows of their own. 

Among the kinescopes will be one pro- 
duced immediately preceding the annual 
session. It will show the television pro- 


Sand, surf and boardwalk have 
made Atlantic City, N. J., a major 
resort and convention site. The 
American Denta! Association's 97+! 
annual session will be held there 
October |-4 
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gram presented by medical and dental 
staff members of Children’s Hospital in 
Philadelphia for the September 30 meet- 
ing of the American Society of Dentistry 
for Children. 

A motion picture “Welcome to Italy” 
shows the audience what it will see in 
Rome during the Twelfth International 
Dental Congress of the Fédération Den- 
taire Internationale to be held in 1957. 


Table Clinics * In addition to the many 
clinics given by individuals, a number are 
being presented by schools and study 
clubs. Among group clinics are those on 
orthodontic aids for the general practi- 
tioner, hydrocolloids, a complete hospital 
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dental program and common oral surgical 
problems and their solutions. 


Projected Clinics * Projected clinics, a 
popular feature for several annual ses- 
sions, will again be part of the scientific 
session. In these, the clinician illustrates 
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his talk with slides projected on a large 
screen to facilitate viewing by the 
audience. 


SOCIAL EVENTS 


Eugene Ormandy conducts the famed 
Philadelphia Orchestra in a concert at 
the General Meeting, Tuesday, October 
2, at the Warner Theatre. The world- 
famed orchestra and distinguished con- 
ductor will perform works by Berlioz, 
Beethoven, Strauss and Ravel. The den- 
tal division of Johnson & Johnson of New 
Brunswick, N. J., is underwriting the 
major portion of the cost of the concert 
as a special service to the dental pro- 
fession. 

The General Meeting will begin earlier 
than usual to allow time for the concert. 
The meeting begins at 7:45 and the con- 
cert will follow. 


President’s Dinner * A second high light 
on the social program is the president’s 
dinner honoring Bernerd C. Kingsbury 
and Mrs. Kingsbury. Tickets for the 
dinner, to be held in the American Room 
of the Traymore Hotel, are $8.50 each 
and must be obtained in advance. They 
may be secured from Eugene R. West- 
cott, chairman of the Local Arrange- 
ments Committee, Mayfair Apartments, 
Albany and Atlantic Avenues, Atlantic 


City. 


International Guests * The Council on 
International Relations luncheon for in- 
ternational guests takes place October 2. 
For the convenience of international 
visitors, the Council will have room 1344, 
Haddon Hall, where guests can report 
and from which they will be registered. 


Women Visitors * A luncheon and 
fashion show and tours to points of in- 


terest around the resort city are planned 
for women visitors. A ladies’ hospitality 
room will be open throughout the mect- 
ing in the Peverel Lounge at Haddon 
Hall. A party for women visitors will be 
held in the Carolina Room of the Chal- 
fonte Hotel, Wednesday, Oct. 3, 
2:30 p.m. All women visitors are wel- 
come without charge. 


DENTAL RESEARCH CONFERENCE 
TO BE HELD OCTOBER 1 


A conference on dental research, spon- 
sored by the Council on Dental Research 
of the Association, will be held from 2:30 
to 4:40 P.M., October 1, in Room 9 on 
the second floor of the Atlantic City 
Auditorium at Atlantic City, N. J. 

The conference will provide general 
information to members on the Associa- 
tion’s research program, and specific in- 
formation to educators, researchers and 
others interested in research as to how 
they may apply for grants. 

Four essayists will discuss briefly: (1) 
the Association’s program for dental re- 
search and its meaning to members; (2) 
the purpose and legitimate areas of re- 
search, eligibility of researchers and the 
relationship of research to the dental 
health of the public; (3) general sources 
of funds to support dental research, and 
(4) U. S. Public Health Service grants 
program for dental research. 

After the formal program the panel- 
ists will answer questions from the 
audience. 

During the annual session the follow- 
ing men will be available for individual 
conferences on dental research matters: 
F. A. Arnold, Jr., director, National In- 
stitute of Dental Research; Thomas J. 
Hill, chairman of the Association’s Coun- 
cil on Dental Research, and F. Earle 
Lyman, Ph.D., chief, extramural pro- 
grams, N.I.D.R. 
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M than 2 pe rom tive states attended 
th 14 test nial dinner in Butte, Mont. 
} t C. S. Renouard, Trustee for the 
An tal A ¥ Eleventh District 
The « f was sponsored by the Third District 
Montana. Ar the guests were (| 
f n Kapar president of the Third 
District Dental Society: Pay Zillmann, se retary 
the A at Coun n Insurance; John 
Abel, Thirteenth District Trustee- Dr. Renouard, 
Edward J. Cooksey, Past S preme Grand Master, 
Psi Omeaa fraterr ty: Harold H llenbrand, Asse 
lation secretary, and Harry Farrell of Butte, 
Mont., who served as toastmaster. Butte's mayor, 
Tim Sullivan, a was @ guest. The Washinaton 
State A ation, Psi Omega fraternity 
and the North Dakota State Dental Association 
t gift embossed leather scrapbook con 
ta j 'etters and telegrams of good wishes was 
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was honored by the Illinois State Dental Society 
August || at the La Salle Hotel in Chi ago. Among the guests were (I. to 
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Nulty, dean of the School of Dentistry, University of Southern California 
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STANLEY RICE, 1960 ANNUAL 

SESSION CHAIRMAN, DIES 
Stanley Rice of Beverly Hills, Calif., a 
prominent Southern California oral sur- 
geon, died August 10 at the age of 54. 
He had just been appointed general 
chairman for the 1960 annual session of 


C. Stanley Rice 


the American Dental Association by the 
Board of Trustees. Dr. Rice was nomi- 
nated for the position by the Southern 
California State Dental Association. 
Dr. Rice served as a delegate to the 
American Dental Association for six 
years. He was a past president of the 
Southern California society, a past secre- 
tary and a councillor of the organization. 
He served also as chairman of the joint 
legislative committee for the State of 
California. In addition, he was a past 
president of the American Society of Oral 
Surgeons. Dr. Rice was a Fellow of the 
American College of Dentists. 


DATES SET FOR NATIONAL 
BOARD EXAMINATIONS 


The National Board Dental Examina- 
tions will be given December 3 and 4 of 
this year and April 1 and 2, 1957, an- 
nounces Gerard J. Casey, secretary of the 
Council of the National Board of Dental 
Examiners. Last year 5,000 dental stu- 
dents took the examinations to set a new 
high in the number tested. Grades of the 
National Board of Dental Examiners are 
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now accepted in 30 states, Hawaii, 
Alaska and by the three federal services. 

A brochure explaining the testing pro- 
gram, entitled National Board Dental 
Examinations, may be obtained from the 
Council of the National Board of Dental 
Examiners at the Central Office. Test 
applications may be obtained from the 
Council or from the deans of the dental 
schools. 


Legislation 


PRESIDENT SIGNS O.A:S.L.; 

DENTISTS INCLUDED 
On August 1, the President signed into 
law the Social Security Act Amendments 
of 1956, Public Law 880, 84th 
Congress. Self-employed dentists are 
covered on a mandatory basis. The Oc- 
tober issue of THE JOURNAL will carry a 
comprehensive description of the law, 
prepared by the Council on Legislation. 
High lights of the law as it applies to 
dentists follow: 

A dentist may qualify for monthly re- 
tirement benefits by meeting one of the 
following conditions: 

1. If his 65th birthday has already oc- 
curred or will occur before July 1, 1957, 
he will qualify by earning at the rate of 
at least $400 a year between January |, 
1956, and July 1, 1957. 

2. If his 65th birthday will occur after 
July 1, 1957, he will qualify by earning 
at the rate of at least $400 a year during 
one of the following periods of time: 

A. Between January 1, 1956, and his 
65th birthday; 

B. For one-half the time between Jan- 
uary 1, 1951, and his 65th birthday, pro- 
vided he works a minimum of a year and 
a half; 

C. For ten years between January 1, 
1956, and his 65th birthday; 

D. For ten years between his 2\st 
birthday if it occurs after January 1, 
1956, and his 65th birthday. 
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A dentist will qualify for maximum 
benefits ($108.50) by meeting one of the 
following conditions: 

1. If his 65th birthday has occurred 
or will occur before the end of 1957, 
he will be qualified to receive the maxi- 
mum monthly retirement benefit if he 
earns at the rate of $4,200 a year be- 
tween January 1, 1956, and July 1, 1957. 

2. If his 65th birthday will occur after 
1957, he will then be qualified to re- 
ceive maximum monthly retirement bene- 
fit if he earns at the rate of at least $4,200 
a year between January 1, 1956, and his 
65th birthday. 

3. For the dentist who enters practice 
in the future, he will be qualified to re- 
ceive the maximum monthly retirement 
benefit by earning at the rate of at least 
$4,200 a year between age 26 and his 
65th birthday. 

A dentist after applying for his benefits 
may begin to collect his monthly retire- 
ment benefit: 

1. For each month after age 65 and 
before age 72, if he has no substantial 
earnings from self-employment during 
that month or has earned less than $80 
from employment during that month. 

2. For each month after age 72 re- 
gardless of his earnings from self-employ- 
ment or employment. 

Dentists may obtain security 
cards and account numbers through local 
Social Security offices. 


social 


SHORT COURSES DEDUCTIBLE 
UNDER PROPOSED TAX RULES 


The Association’s Council on Legislation 
submitted a statement for the Internal 
Revenue Service last month calling for a 
more realistic and exact interpretation of 
the dentist’s right to deduct from income 
tax, as a business expense, the cost of 
attending professional meetings and of 
attending certain types of brief post- 
graduate courses. 

The Council’s action followed pro- 
posals made by the Internal Revenue Serv- 
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ice designed to make clear existing rules 
as interpreted by court decisions and ad- 
ministrative agencies. According to the 
proposals of the Internal Revenue Serv- 
ice a taxpayer would be allowed to de- 
duct as business expense the cost of at- 
tending a “refresher” or similar course 
designed to maintain his skills in his 
field. Courses designed to advance or 
obtain new skills would not qualify. De- 
ductible are expenses for courses of short 
term duration which carry no academic 
credit. Rules will be made final in a few 
months. 


LAST OF BILLS AFFECTING 
DENTISTRY BECOME LAW 


Early in August, the President signed the 
last of the current crop of bills affecting 
dentistry. On August 3, the bill creating 
a National Library of Medicine, to house 
the present collection of the Armed For- 
ces Medical Library, became Public Law 
941, 84th Congress. The library will be 
under the supervision of the U. S. Public 
Health Service, whose Surgeon General 
is to be advised by a 17-member Board 
of Regents. The Board will have, among 
its other duties, the task of determining 
location of the library. 

Earlier, on July 30, the President signed 
the grants in aid bill. P. L. 835 provides 
90 million dollars on a matching basis 
over three years to nonprofit institutions 
such as medical and dental schools for 
construction of research facilities. The 
Act, to be administered by the USPHS, 
National Advisory Council 
on Research Facilities of 12 members, 
eight to be “leading medical, dental o1 
scientific authorities.” 

Funds for the first year’s operation 
$200,000 for architectural 
plans for the National Institute of Dental 
Research Building are contained in a 
supplemental appropriations bill passed 
in the closing days of Congress. The ap- 
propriations bill brings to four million 
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dollars the amount available for the 
NIDR building. Obtaining these funds 
was a major project for the American 
Dental Association this year. 

Also included in the supplemental 
appropriations bill was $1,040,000 for 
graduate training grants to professional 
persons interested in public health train- 
ing. 

The Old Age and Survivors’ Insurance 
Ameadments, which extend and increase 
benefits, is now P. L. 880. Included in 
the bill’s provisions on a mandatory basis 
are an estimated 79,000 dentists. 

Late in June, the President signed 
P. L. 635, containing the record six mil- 
lion dollar appropriation for the National 
Institute of Dental Research, the full 
amount recommended by the American 
Dental Association in its testimony before 
Congress. 


Dental Societies 


EXECUTIVE SECRETARIES 
NAMED FOR TWO SOCIETIES 


Executive secretaries havé been named 
for two state dental societies. Lyman O. 
Pickett has been appointed executive sec- 
retary of the Florida State Dental Society, 
and Bert L. Castleberry goes to a similar 
post with the Oklahoma State Dental 
Association. 

Mr. Pickett formerly was convention 
manager of the Fontainbleau Hotel in 
Miami Beach. Earlier he was associated 
with several Palm Beach hotels. He has 
had experience in public relations, radio, 
television and newspapers. 

Prior to appointment as an Oklahoma 
society executive, Mr. Castleberry was a 
member of the promotional sales depart- 
ment of the Denver Post. He has worked 
also in the circulation and sales depart- 
ments of several southwestern newspapers 


and publishing houses. 


Dental Education 


VARIETY OF SUBJECTS TO BE 
TAUGHT IN FALL AND WINTER 


Illinois * A concentrated, full-time two weeks’ 
course in oral and maxillofacial surgery is 
offered by the University of Illinois College of 
Dentistry in Chicago October 15-26. The 
course, designed primarily for dentists in gen- 
eral practice, includes such subjects as mouth 
preparation for dentures, surgical removal of 
fractured roots, treatment of cysts, gingivec- 
tomy, frenectomy and apicoectomy. Eleven 
faculty members will teach. 


Loyola (Chicago) * General anesthesia in 
dentistry, and anatomy and oral surgery are 
two courses recently announced by Loyola 
University School of Dentistry in Chicago. 
General anesthesia will be taught beginning in 
October and continuing on a part-time basis 
over three months. The course will include 
work in both the clinic and hospital operating 
room service. Anatomy and oral surgery will 
be taught by Harry Sicher and Joseph Kostru- 
bala. Dr. Sicher will lecture at the cadaver 
and will discuss the dissected regions from the 
clinical point of view. Dr. Kostrubala will 
deal with pathology and physiology. Students 
will perform various operations on cadavers. 


Michigan * The W. K. Kellogg Foundation 
Institute at the University of Michigan in 
Ann Arbor announces 34 postgraduate den- 
tistry courses of two day, three day, one week 
and two weeks’ duration. Courses begin in mid- 
September and continue through the first week 
in June. 

The Institute also offers courses on a one 
day a week basis during the 1956-1957 school 
year. Information on the postgraduate pro- 
gram may be obtained from Institute Associate 
Director William R. Mann. 


New York * New York University College of 
Dentistry lists 42 postgraduate courses in the 


program for the 1956-1957 school year. In 
addition, graduate courses leading to the 
Master of Science and the Doctor of Phi- 


losophy degrees are offered by the basic sci- 
ence departments of anatomy, biochemistry, 
histology, pathology physiology in the 
dental school. Graduate programs are 
able also in the departments of oral surgery 
and periodontics. 


and 
avail- 


Pennsylvania * Two courses in endodontics, 
taught by Louis I. Grossman, are among fall 
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and winter postgraduate courses at the School 
of Dentistry, University of Pennsylvania, in 
Philadelphia. An endodontics teachers’ course 
is offered September 10-12. A course designed 
to give the practitioner clinical experience in 
endodontics begins October 10 and meets one 
day a week for 11 weeks 

Other courses available at the school in- 
clude: esthetic variations in jacket crown and 
bridge restorations, October 8-10: advanced 
practices in functional treatment, November 
12-16; periodontal therapy, December 10-14, 
and dentistry for handicapped children, De- 
cember 12-16. In addition, a dental assistants’ 
course begins Octeber 25, meeting two eve- 
nings a week for 52 class sessions. A survey 
of dental science and practice will be pre- 
sented. 


Temple * Courses in periodontics, full den- 
ture prosthesis and occlusion are among those 
available at Temple University School of 
Dentistry in Philadelphia. In addition, the 
school offers advanced orthodontics, practice 
administration, periodontal prosthesis and 
orthodontics in periodontal therapy. Courses 
begin in November and run through April. 


Tufts * Tufts University School of Dental 
Medicine in Boston.announces a course in full 
denture implants January 7-11, 1957. The 
course will be taught by Norman I. Goldberg 
and Aaron Gershkoff by lecture, demonstration 
and conference. A second course has been an- 
nounced also. Full denture prosthesis will be 
taught June 3-7 by Irving Hardy. In this one 
week refresher course each student will build 
complete dentures for a patient. 


The honorary degree 
Denta Science wa 
George M. Anderson (center) during 
graduation exercises at the University 
of Maryland June 9. At the left is 
Mrs. Aglein, registrar, and at the 
right President Elkins wh onferred 


Doctor of 


onterred on 


the de jree 
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ALL-DAY MEETING CALLED 
FOR PEDODONTICS GROUP 


The Minnesota unit of the American 
Society of Dentistry for Children has an- 
nounced an all-day meeting September 
14 at the University of Minnesota in 
Minneapolis. Featured clinicians will be 
Ralph Ireland, head of the department 
of pedodontics at the University of Ne- 
braska, and Maury Massler, head of the 
University of Illinois department of pedo- 
dontics. Persons interested in attending 
the meeting may write to Irving H. Pos- 
nick, 3400 Dakota Ave., St. Louis Park, 
Minn. 


BALTIMORE SCHOOL HONORS 
GEORGE M. ANDERSON 


George M. Anderson of Baltimore, prom- 
inent orthodontist, was awarded the hon- 
orary degree of Doctor of Science at 
the graduation exercises of the Univer- 
sity of Maryland in Baltimore June 9. 
Dr. Anderson is a 1919 graduate of the 
University’s College of Dental Surgery. 


He had been honored previously by the 
National Alumni Association of Baltimore 
College of Dental Surgery, which con- 


ferred on him its First 


Alumni Award. 


Distinguished 


Dr. Anderson is the author of two 
standard textbooks on orthodontics. He 
is a past president of the Baltimore City 
Dental Society, the Maryland State Den- 
tal Association and the Middle Atlantic 
Society of Orthodontics. He is a Fellow of 
the American College of Dentists. 

The honorary degree was awarded for 
Dr. Anderson’s contributions to dental 
education, literature and organization. 


Public Health 


USPHS APPOINTS TWO TO 
DENTAL INSTITUTE STAFF 


Two appointments to the staff of the Na- 
tional Institute of Dental Research were 
announced by the U. S. Public Health 
Service in mid-August. Seymour J. 
Kreshover has been appointed associate 
director, and F. Earle Lyman, Ph.D., 
is chief of extramural programs. 

Dr. Kreshover comes to his new posi- 
tion from the Medical College of Vir- 


ginia at Richmond, where he was a pro- ° 


fessor of oral pathology and diagnosis, 
as well as director of dental research and 
director of graduate and postgraduate 
studies. He has served as consultant to 
the American Dental Association’s Coun- 
cil on Dental Research. 

Dr. Lyman formerly was executive sec- 
retary of the morphology and genetics 
study section and the parasitology and 
tropical medicine study section in the 
division of research grants of the Na- 
tional Institutes of Health. He was also 
assistant chief of the entomology branch 
in the communicable disease center of the 
U. S. Public Health Service in Atlanta, 
Ga. He holds a Ph.D. degree in zoology 
from the University of Michigan. 

As chief of the extramural programs in 
the N.I.D.R., Dr. Lyman will administer 
the vastly expanded grants program for 
research in dental schools and dental 
research centers. 
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LEROY BURNEY HEADS USPHS; 
SUCCEEDS LEONARD SCHEELE 


Leroy E. Burney, M.D., Assistant Sur- 
geon General of the U.S. Public Health 
Service, was named Surgeon General in 
an interim appointment by President 
Eisenhower August 3. Dr. Burney suc- 
ceeds Leonard Scheele, who resigned 
recently to join a pharmaceutical con- 
cern. Dr. Burney’s appointment will be 
submitted for Senate confirmation next 
year. 

The new Surgeon General received his 
M.D. in 1930 from Indiana University. 
He earned a Master of Science degree in 
public health at Johns Hopkins Univer- 
sity School of Hygiene and Public Health 
in 1932. 

He has been with the U.S. Public 
Health Service since 1932 and has spent 
much of his time in its venereal disease 
programs. From 1945 until he was called 
to the Capital two years ago, Dr. Burney 
served as Indiana State Health commis- 
sioner, on loan from the USPHS. In 1954, 
he was named Assistant Surgeon General 
and chief of the Bureau of State Services, 
which administers the USPHS grants-in- 
aid program to the states. 


DAVID AST CITED FOR WORK 
IN PUBLIC ADMINISTRATION 


David B. Ast, director of the bureau of 
dental health of the New York State De- 
partment of Health, was honored recently 
for “outstanding service in the field of 
public administration.” He received one 
of two awards presented by the Capital 
District Chapter of the American Society 
for Public Administration. 

The citation accompanying the award 
called attention to Dr. Ast’s contributions 
to dental health. It pointed out that pro- 
grams developed by him and his staff 
had set the pattern for county health 
departments throughout New York. 

Dr. Ast was instrumental in the initia- 


tion of the Newburgh-Kingston caries- 
fluorine study in 1944 carried on by the 
New York State Department of Health. 
Completed last year, the study has at- 
tracted international attention. Addition- 
ally, Dr. Ast directed research which re- 
sulted in the practice of applying sodium 
fluoride topically to the teeth of pre- 
school children in regions where the water 
supplies are fluoride-deficient. 


Research 


NOVEMBER 1 IS THE DEADLINE 
FOR FIRST RESEARCH GRANTS 


Applications are now being accepted by 
the National Institute of Dental Research 
for grants under its extramural research 
program, the Institute announces. The 
deadline for the first series of grants for 
the 1957 fiscal year is November 1, 1956. 
The record NIDR budget of more than 
six million dollars includes $3,715,000 for 
research grants to schools and other non- 
governmental agencies. A survey report 
outlining the research projects which 
schools are prepared to undertake was 
submitted by the American Dental Asso- 
ciation to Congress. The report was a 
major factor in convincing the legislators 
of the need for increased appropriations 
for dental research. 

F. Earle Lyman, newly appointed chief 
of the NIDR extramural program, will 
attend the American Dental Association’s 
annual session in Atlantic City, N. J., 
October 1 to 4, to discuss the grants and 
the fellowship program with deans of 
schools and others. Dr. Lyman may be 
reached for interviews at the U. S. Public 
Health Service Booth, S 502, in the 
scientific exhibit section of the meeting. 
Additional information in this connection 
will be provided through the Daily 
Bulletin. 

Meanwhile, the Association is prepar- 
ing a booklet, to be released shortly, de- 
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tailing the methods for developing appli- 
cation forms for grants. Requests for 
applications may be sent to Division of 
Research Grants, National Institutes of 


Health, Bethesda 14, Md. 


International 


EARLY RESERVATIONS ADVISED 
FOR ROME CONGRESS 

Dentists planning to attend the Twelfth 
International Dental Congress of the 
Fédération Dentaire Internationale to be 
held in Rome September 7-14, 1957, have 
been advised to make reservations early. 
A recent communication from Pio Lalli, 
secretary-general of the Congress, an- 
nounces that the deadline for hotel reser- 
vations is April 30, 1957, and that best 
accommodations are obtained through 
early reservation. 

Dr. Lalli states that rooms have been 
guaranteed for 6,000 persons in deluxe, 
first, second and third class hotels and 
that three camping sites, large enough to 
accommodate several thousand additional 
persons, are being arranged for. 

Persons who register for the Congress 
before January 1, 1957, benefit from a 
reduced registration fee, Dr. Lalli an- 
nounces. The pre-January 1 fee is 12,000 
Lire (about $19). After January 1, it is 
13,000 Lire. Persons who have been 
supporting members of the F.D.1. since 
the first of the year may register for half 
the regular fee. Reduced fees are paid by 
families of dentists and others. Before 
January 1, they are: relatives, 8,000 Lire ; 
undergraduates in dentistry or medicine, 
1,500 Lire; hygienists, 6,000 Lire; manu- 
facturers who are not exhibitors, 3,000 
Lire. After January 1, the registration 
fee increases by 1,000 Lire. 

Dr. Lalli announces that His Holiness 
Pope Pius XII has graciously conceded 
to receive the participants to the Con- 
gress in a public audience in the Vatican. 
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Those wishing to register for the Rome 
Congress may write Dr. Lalli, Via Boezio 
16, Rome, Italy. 


National Defense 


NAVY DENTAL CORPS WAS 44 
YEARS OLD IN AUGUST 


The United States Naval Dental Corps 
marked its 44th anniversary August 22. 
The Corps, authorized by the Naval Ap- 
propriations Act of 1912, began with 30 
acting assistant dental surgeons. 

Today, according to Rear Admiral 
R. W. Malone, chief of the dental divi- 
sion, there are 1,800 dental officers, 30 
medical service corps officers, 38 dental 
service warrant officers and 3,040 dental 
technicians. Dental care is provided in 
more than 450 dental facilities through- 
out the world. 
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NO NEED FOR SPECIAL DRAFT 
CALL SEEN BY ARMY OFFICIAL 


Adequate numbers of dentists are now 
available to fill needs of the Army for 
dental manpower without recourse to a 
special draft call, Col. Henry R. Syden- 
ham of the Army Dental Corps said at a 
meeting of the American Dental Associa- 
tion’s Council on Federal Dental Services 
held August 4 and 5 in Chicago. Colonel 
Sydenham represented Maj. Gen. Oscar 
P. Snyder, chief of the dental corps, at 
the meeting. 

The special draft law for dentists and 
physicians is scheduled to expire July 1, 
1957. 

The Association is opposed to the 
law as unnecessary. Col. Sydenham said 
needs of the Army could be filled from 
recent graduates of dental schools who 
are liable for military service under the 
regular draft law and from those signing 
up for the Army’s reserve program. 


Also * Northwestern University Dental School Alumni will have a luncheon in the 
Ocean Room of the Hotel Claridge, Atlantic City, N. J., Wednesday, October 3. 
Jack Feder of Irvington, N. J., is chairman of the event. . . . A second alumni group 
meeting in Atlantic City is the St. Louis University Dental Alumni. Its banquet, 
also October 3, is at the Ritz-Carlton Hotel; price, $10 a person. Eugene Tolomeo 
of Totowa Boro, N. J., is in charge. . . . As of July 4 the address of the General 
Dental Council of Great Britain is 44 Hallam St., London, W. 1. . . . Ralph Stein- 
man and Melvin Haley of the College of Medical Evangelists School of Dentistry 
in Loma Linda will make a two year study of the effect of food components on the 
formation of tooth buds. They are working under a $20,000 grant from the National 
Institutes of Health. . . . George W. Teuscher, dean of the Dental School, North- 
western University, Chicago, has left for New Zealand as the first stop on a five- 
month global tour of dental societies, schools and hospitals. Included in his itinerary 
are Australia, India and eight western European countries. . . . The history of the 
Connecticut State Dental Association will soon be published, announces Jacob Sharp, 
society historian. . . . September 28 and 29 are convention dates for the Academy 
of Gold Foil Operators. The group meets at Temple University College of Dentistry 
in Philadelphia. . . . The Utah State Dental Association will hold its fifth annual 
oral cancer symposium October 4 at the Fort Douglas Veterans Hospital in Salt 
Lake City... . CORRECTION: A printer’s error occurred in the article by Sreebny 
and co-workers entitled “Morphologic and Enzymatic Differences in Caries-resistant 
and Caries-susceptible Albino Rats,” in the July issue of THE JouRNAL. The caption 
on page 12 should read: “Intralobular duct tissue. Right: In caries-susceptible rats. 
Left: In caries-resistant rats.” 
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Deaths 


Daly, Percy D., Brooklyn: died Dec. 30; aged 
76. 

Hird, Walter I., Boston: Tufts University, 
School of Dental Medicine. 1917; died Feb. 
21; aged 61 

Hodson, Robert E.. Ese anaba, Mich.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1904; died Feb. 11: aged 73. 

Hordusky, Clyde W., Union City, Pa.: Uni- 
versity of Pittsburgh, School of Dentistry, 
1928; died Feb. 23: aged 53. 

Houle, Joseph S., Manchester, N. H.: Balti- 
more College of Dental Surgery, 1911; died 
March 4; aged 70. 

Howell, William D., Okmulgee, Okla. : Western 
Dental College, Kansas City, 1917; died 
March 7; aged 61. 

Huffhines, Seaf E., Oklahoma City: Univer- 
sity of Louisville, School of Dentistry, 1901; 
died March 24; aged 82 

Jackaway, Zachary T.., Philadelphia; Univer- 
sity of Pennsylvania, School of Dentistry, 
1898; died March 17: aged 82. 

Kandel, Otto A., Hillside, N. J.; Columbia 
University, School of Dental and Oral 
Surgery, 1924; died March 4: aged 54. 

Kaskel, Irving, Albany, N. Y.: New York Col- 
lege of Dentistry, 1923; died Feb. 17; aged 
60. 

Kenderdine, William H., Spencer, Iowa; Uni- 
versity of Iowa, College of Dentistry, 1900: 
died Feb. 15; aged 80. 

Kinsey, Collin F., East Liverpool, Ohio; Ohio 
State University, College of Dentistry, 1924: 
died Feb. 10; aged 58 

Kirk, John R., Mankato, Kan.: Lincoln Dental 
College of Cotner University, 1905: died 
Feb.; aged 79 

Klor, Alvin E. G., Jr., Newport News, Va.; 
Medical College of Virginia, School of Den- 
tistry, 1923; died Jan. 27; aged 60. 

Krimmel, Joseph J., Hershey, Pa.: died Feb. 2: 
aged 72. 

Landel, Christian A., Buffalo: University of 
Buffalo, School of Dentistry, 1898: died 
Feb. 18; aged 77. 

Lavender, George W., Bluefield, W. Va.: Ohio 
College of Dental Surgery, University of 
Cincinnati, 1923; died Feb. 27: aged 59. 

Layton, Robert E., Washington, D. C.: Colum- 
bia University, Dental Department, 1902: 
died March 16; aged 88. 

Leary, W. Arthur, Fall River, Mass.: Balti- 
more College of Dental Surgery, University 

of Maryland, 1924; died Feb. 27: aged 54. 
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Ledbetter, Prentiss G., Marlow, Okla.: Kansas 
City-Western Dental College, 1928: died 
March 12; aged 53. 

Lemon, Paul E., Mansfield, Ohio: Cincinnati 
College of Dental Surgery, 1929: died Dec. 
11, 1955; aged 56. 

Lindblad, Gordon M., Everett, Wash.: North 
Pacific College of Oregon, School of Den- 
tistry, 1926; died March 23: aged 56. 

Livesay, George M., Elgin, Ill.: St. Louis Uni- 
versity, School of Dentistry, 1913: died 
March 9; aged 68 

Lockwood, Arthur D., Lawrence, Mass. ; died 
March 6: aged bb. 

Loeffler, Walter D., Chicago; Loyola Univer- 
sity, School of Dentistry. New Orleans, 1926; 
died March 24; aged 57. 

Lynn, James R., Fernandina, Fla.: Baltimore 
College of Dental Surgery, 1911: died Feb. 
29; aged 71. 

Maimon, Abram M., Philadelphia; Baltimore 
College of Dental Surgery, University of 
Maryland, 1920; died March 9: aged 56. 

Margolis, Solomon, Philadelphia; University 
of Pennsylvania, School of Dentistry, 1927; 
died Feb. 9; aged 54. 

Martin, Ward J., Frankfort, Ind.: died Jan. 
16; aged 82. 

Matrustry, Thomas F., New York: New York 
College of Dentistry, 1908; died Feb. 12. 
McClurkin, James L., Girard, Ohio: Univer- 
sity of Illinois, College of Dentistry, 1917: 

died March 1; aged 62. 

McCornell, Charles J., Chicago: University of 
Illinois, College of Dentistry, 1916; died 
March 11; aged 64. 

McCready, Robert C., West Reading, Pa.: 
Temple University, School of Dentistry, 
1927; died March 8; aged 60. 

McCrum, Ralph H., Springfield, Mo.: Western 
Dental College, Kansas City, 1896: died 
March 6; aged 80. 

McMichael, John W., Salem, Ore.: George 
Washington University Dental Department, 
1904; died Feb. 28: aged 80. 

Morgan, Edwin A., Graham, Mo.; Kansas City 
Dental College, 1896; died Jan. 14; aged 82. 

Pittman, Ralph A., El Dorado, Ark. : Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1925; died March 12; aged 52. 

Powell, Manley C., Flora, Ill.; St. Louis Uni- 
versity, School of Dentistry, 1921; died 
March 20; aged 64. 

Prensky, William S., Miami, Fla.; University 
of Pennsylvania, School of Dentistry, 1908; 
died Feb. 22; aged 73. 
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Rathfelder, Gottlieb C., New York; New York 
College of Dentistry, 1903; died Feb. 11; 
aged 78. 

Reynolds, Clarence L., Conway, N. H.; Balti- 
more College of Dental Surgery, University 
of Maryland, 1921; died Feb. 25; aged 57. 

Reynolds, William J., Selma, Ala.; Louisville 
College of Dentistry of Centre College, 
1892; died Feb. 14; aged 84. 

Riddell, Thomas M., Brazil, Ind.; Indiana 
Dental College, 1902; died Feb. 10; aged 
79. 

Ritter, Charles L., Paterson, N. J.; Baltimore 
Medical College, Dental Department, 1904; 
died March 14; aged 82. 

Robinson, DeLorme B., Kansas City, Mo.; 
Western Dental College, Kansas City, 1916; 
died March 21; aged 63. 

Ruddy, Charles J., Brooklyn; University of 
Pennsylvania, School of Dentistry, 1913; 
died Feb. 29; aged 66. 

Ruffo, Anthony L., Houston, Texas; Tulane 
University, School of Dentistry, 1927; died 
Feb. 24; aged 53. 

Rulofson, Alfred C., Redwood City, Calif.; 
University of California, College of Den- 
tistry, 1898; died Nov. 28, 1955; aged 78. 

Sappey, Harold, New York; Columbia Uni- 
versity, School of Dental and Oral Surgery, 
1917; died Nov. 24, 1955; aged 61. 

Scannavino, John A., San Francisco; Univer- 
sity of California, College of Dentistry, 1905; 
died March 15; aged 74. 

Schindler, Wendelin M., Vernon, Texas; 
Washington University, School of Dentistry, 
St. Louis, 1907; died March 21; aged 74. 

Schnitzer, Oscar, Chicago; Chicago College of 
Dental Surgery, Loyola University, 1918; 
died March 17; aged 69. 

Schowengerdt, Walter O., St. Louis; St. Louis 
University, School of Dentistry, 1910; died 
Feb. 19; aged 71. 

Scofield, John A., Rochester, N. Y.; Univer- 
sity of Michigan, College of Dental Surgery, 
1914; died March 19; aged 63. 

Scott, Clifford W., Oakland, Calif.; College 
of Physicians and Surgeons, 1904; died 
March 12; aged 79. 

Sewell, John K., Monrovia, Calif.; Creighton 
University, College of Dentistry, 1908; died 
April 9; aged 80. 

Sheinblatt, Michael, Elizabeth, N. J.; New 
York College of Dentistry, 1913; died Feb. 
24; aged 67. 

Shoemaker, Walter K., Laramie, Wyo.; Colo- 
rado College of Dental Surgery, 1914; died 
Feb. 24; aged 61. 

Shonkwiler, Samuel B., Bremen, Ind.; Indiana 
Dental College, 1900; died Dec. 29, 1955; 
aged 81. 


Showers, George F., Corning, N. Y.; Baltimore 
College of Dental Surgery, 1895; died 
March 18; aged 85. 

Smith, Grover C., St. Louis; St. Louis Univer- 
sity, School of Dentistry, 1915; died March 
12; aged 71. 

Smith, Howard C., Corpus Christi, Texas; 
Tufts University, School of Dental Medicine, 
1919; died Feb. 5; aged 59. 

Springer, Lloyd R., Salem, Ore.; North Pacific 
College of Oregon, School of Dentistry, 
1918; died March 14; aged 61. 

Steele, Leighton G., Los Angeles; University 
of Michigan, College of Dental Surgery, 
1916; died March 11; aged 61. 

Steinmiller, George C., Reno, Nev.; University 
of California, College of Dentistry, 1905; 
died Feb. 26; aged 72. 

Stephens, Gilbert H., Danville, Ill.; Temple 
University, School of Dentistry, 1903; died 
Jan. 29. 

Stevens, Clark S., St. Paul, Minn.; Indiana 
Dental College, 1912; died March 2; aged 
66. 

Stevens, Percy N., Lawrence, Kan.; Western 
Dental College, Kansas City, 1911; died 
Feb. 17; aged 72. 

Straight, Charles W., Keeseville, N. Y.; Balti- 
more College of Dental Surgery, 1898; died 
Feb. 27; aged 90. 

Strong, L. Willis, Evanston, Ill.; Northwestern 
University Dental School, 1898; died March 
20; aged 79. 

Sturm, Edmund A., Louisville, Ky.; Louisville 
College of Dentistry of Centre College, 
1913; died Feb. 7; aged 66. 

Talbott, Cleet M., Wheeling, W. Va.; Balti- 
more College of Dental Surgery, 1907; died 
Jan. 19; aged 72. 

Taylor, Harry M., Novato, Calif.; Ohio Medi- 
cal University, College of Dentistry, 1905; 
died Feb. 13; aged 77. 

Tessier, Conrad C., New Bedford, Mass.; 
Baltimore Medical College, Dental Depart- 
ment, 1905; died March 21; aged 72. 

Thwaits, William L., Clintonville, N. Y.; Balti- 
more College of Dental Surgery, 1898; died 
Feb. 7; aged 83. 

Tillman, Edward C., New York; New York 
College of Dentistry, 1917; died Feb. 16; 
aged 65. 

Turbini, Lauro J., Quonset Point, R. I.; Tufts 
University, School of Dental Medicine; 
1927; died March 7; aged 53. 

Ulsaver, Ervin S., New Rochelle, N. Y.; Uni- 
versity of Michigan, College of Dental 
Surgery, 1901; died Nov. 20, 1955; aged 83. 

Waliakas, Edward A., Lynn, Mass. ; Tufts Uni- 
versity, School of Dental Medicine, 1933; 
died March 17; aged 51. 


ae 
ier 
ig 
ia 
4 i 
3 


Directory 

OFFICERS 
Bernerd C. Kingsbury, President. ... . Pree .490 Post St., San Francisco 
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Library and Indexing Service: Donald A. Washburn, Director, 222 E. Superior St., Chicago 
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Dental Education: Bert L. Hooper, Chm., Andrews Hall, University of Nebraska, Lincoln, Neb. 
Shailer Peterson, Secy., 222 E. Superior St., Chicago 
Dental Health: Raymond F. D. Johnson, Chm., Marquette Bank Bldg., Minneapolis 
R. H. Friedrich, Secy., 222 E. Superior St., Chicago 
Dental Research: Thomas J. Hill, Chm., 2085 Adelbert Rd., Cleveland 
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Dental Therapeutics: Lester W. Burket, Chm., 4001 Spruce St., Philadelphia 
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Federal Dental Services: F. J. Reichmann, Chm., Medical Arts Bldg., Oklahoma City 
Bernard J. Beazley, Secy., 222 E. Superior St., Chicago 

Hospital Dental Service: Frank B. Hower, Chm., Heyburn Bldg., Louisville, Ky. 
Gerard J. Casey, Secy., 222 E. Superior St., Chicago 

Insurance: J. S. Eilar, Chm., 7 Medical Arts Square, N.E., Albuquerque, N. Mex. 
Paul W. Zillmann, Secy., 29 Walden Ave., Buffalo 

International Relations: O. A. Oliver, Chm., 1915 Broadway, Nashville, Tenn. 

Journalism: W. L. Barnum, Chm., Morgan Bldg., Portland, Ore. 

Judicial: H. B. McCarthy, Chm., College of Dentistry, Baylor University, Dallas, Texas 
Bernard J. Conway, Secy., 222 E. Superior St., Chicago 

Legislation: Paul E. Jones, Chm., 3 E. Church St., Farmville, N.C. 
Bernard J. Conway, Secy., 222 E. Superior St., Chicago 

Membership: J. R. Wallace, Chm., 31 Church St., Winchester, Mass. 

National Board of Dental Examiners: William A. Dickson, Chm., Medical Arts Bldg., Minneapolis 
Gerard J. Casey, Secy., 222 E. Superior St., Chicago 

Relief: H. R. Bleier, Chm., 4177 N. Oakland Ave., Milwaukee 
William O. Vopata, Secy., 1011 Lake St., Oak Park, IIl. 

Scientific Session: Charles §. Kurz, Chm., 550 N. Eighth St., Carlyle, Ill. 
Peter C. Goulding, Secy., 222 E. Superior St., Chicago 


SECTION CHAIRMEN 


Anesthesiology: Harold W. Krogh, 1835 Eye St., N.W., Washington, D.C. 

Operative Dentistry: Charles B. Murto, School of Dentistry, Georgetown University, 
Washington, D.C. 

Oral Surgery: J. Lorenz Jones, 405 N. Bedford Dr., Beverly Hills, Calif 

Orthodontics and Oral Development: George A. Dinham, Medical Arts Bldg., Duluth, Minn 

Pedodontics: Ruth E. Martin, 4559 Scott Ave., St. Louis 

Periodontics: Samuel C. Miller, 57 W. 57tn St., New York 

Practice Administration: Wallace N. Kirby, 935 Curtis St., Downers Grove, Il 

Prosthodontics, Complete: Arthur L. Roberts, Aurora National Bank Bldg., Aurora, Il 

Prosthodontics, Partial: Richard L. Simpson, Medical College of Virginia, Richmond, Va. 

Public Health Dentistry: Polly Ayers, Box 2591, Jefferson County Board of Health, 
Birmingham, Ala. 

Research: Reidar F. Sognnaes, 188 Longwood Ave., Boston 

Roentgenology: Sam W. Williams, Marquette Bank Bldg., Minneapolis 
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Announcements 


MEETINGS OF THE AMERICAN DENTAL ASSOCIATION 


Ninety-Seventh Annual Session Oct. 1-4, 1956 Atlantic City, N.J 
Ninety-Eighth Annual Session Nov. 4-7, 1957 Miami, Fla. 
Ninety-Ninth Annual Session Nov. 10-13, 1958 Dallas, Texas 


One-Hundredth Annual Session Sept. 21-24 
One-Hundred and First Annual Session 


1959 
Oct. 17-20, 1960 


State 
Alabama 


Alaska 

Arizona 

Arkansas 

California 

S. California 
Colorado 
Connecticut 
Delaware 

District of Columbia 
Florida 


Georgia 
Hawaii 


Idaho 
Indiana 
lowa 
Kansas 
Kentucky 
Louisiana 


Maine 
Maryland 


Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 


Montana 
Nebraska 


Nevada 
New Hampshire 


New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 


Ohio 
Oklahoma 


Oregon 


MEETINGS OF CONSTITUENT SOCIETIES 


Date 
Apr 
1957 


16-18 


. 8-10, 


1-3, 


. 28 May 1, 


26-29, 


29-May 1 


6, 7, 1957 


16-19, 


12-15, 


19-22, 


. 28-May 1, 


“t. 28-31 


14-17, 


4-6, 


Place 
Birmingham 


Chandler 
Little Rock 
San Francis 


Los Angeles 


Colorado Spring 


Hartford 


Washington 


St. Petersburg 


Savannah 
Maui Island 


Sun Valley 
Peoria 
Indianapolis 


Des Moines 


Wichita 
Louisville 
Lake Charles 


Baltimore 
Boston 
Detroit 
Minneapolis 
Jackson 


St. Louis 


Lincoln 


Las Vegas 
Whitefield 


Atlantic City 


Albuquerque 
New York 
Pinehurst 
Fargo 


Columbus 
Tulsa 


Portland 


Secretary 


J. L. Irb 
W. G. Burke 
D. M.H m 
W.J.H 


W. C. Mayo 


J. W. Yarbroug 
J. H. Dawe 


W. R. Shoemaker 
H. 1. Wi 

F. A. Ri 10nd 

\. B. Coxwell, Jr 


F. Wertheimer 


C. V. E. Casse 
B. A. ¢ en 

E. D. Suggett 
E. G. Vedova 


F. A. Pierson 


O. M. Seifert 
F. E. Williams 
J. G. Carr 

J. S. Eilar 


C. A. Wilkie 
L. H. Butler 
J. H. Pfister 


E. G. Jones 
S. A. Russman 


r. D. Holder 


h 


Address 
Box 78 
Gadsdet 


1010 Noble St 


Fairbank 

17 E. Weld \ 
Phoenix 

Box 89, Clarksville 


450 Sutter St 

San Frar 

903 Cret aw Bivd 
Los Angeles 19 


Southern United 
810 N. Vineyard St. 
ynolulu 


125 Fourth Ave., N 
Twin Falls 
Jefferson Bidg., 
Peoria 


Citizens Bank Bldg., 


Brot 

Kansas City 

1976 Douglass Blvd 
lle 

2515 Line Ave 

Shreve rt 

Box 27, Skowhegan 

Medical Arts Bldg 


B n15 

Michigan Dept. of Healt 
Lar 

H 

St. Paul 

Plaza Bldg., Jackson 27 
Merchants Bank Bldg. 
Jefferson City 

Box 311, Roundup 
Federal Securitic 

Bldg.. Lincol 


755 Ryland Ave., Reno 
814 Elm St., Manchester 
407 Cooper St., Camden 
Medical Arts Sq., N.E., 
Albuquerque 
1 Hanson Pl., Brooklyn 
Jefferson Bldg., 
Greensbor« 

41944 Dakota Ave 
Wahpeton 

185 E. State St 
1219 Classen Dr., 
Oklahoma City 
Selling Bldg., Portland 


ed Bidg., Mac« 


Columbus 


F. A. Finney, Jr 
1957 
1957 ‘ 
Apr. 15-17 ) 
1957 
Apr. 7-10, S. M. Silverman 
1957 
Oct. 21-24 Humphrey Rey 
Denver 
May 15-17 Pe E. S. Arnold 37 Linnard Rd 
1957 W. Hartford 
Jan. 1957 J. C. Gantt 1102 N. Jackson 
Wilmington 
Mar. 10-13, ft J. F. Keaveny 1029 Vermont Ave., N.W ¢ 
1957 Washington 
Apr. 15-17, Brent Annex, 
1957 Per Mi 
Sept. 5-7 D. E. Sonius 
1957 
May 20-22, 
1957 And 
May 5-8, PF Ir Ex nge 2a 
1957 Bldg., Des Moines 
May 13-16, 
Mar. 31-Apr. 3 Ges 
1957 
Apr. 24-27, J. S. Bernhard a 
1957 
May 5-8, C. L. Inman, Jr. i 
1957 
May 5-8, H. E. Tingley 1 4 
1957 
\ 
1957 
Apr. 
1957 
195; 
May 
1957 
195; 
June 
1957 a 
1957 
May 
1957 
May 18-22, 
1957 
193 | 
1957 
1957 
Apr. 
1957 
1957 
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State Date Place Secretary Address 
Panama Canal Zone Apr. 4-5. Albrook A.F.B. A. L. Robertson 5700 USAF Dispensary, 
1957 Albrook Air Force Base 
Pennsylvania May 23.25, Harrisburg M. D. Zimmerman 217 State St., Harrisburg 
1957 
Puerto Rico Nov. 25 San Juan R. Carrasquillo P. O. Box 214, De Diego #3 
Rio Piedras 
Rhode Island Jan. 22, 23, Providence J. S. Allen Union Trust Bldg., 
1957 Providence 
South Carolina May 12-14, Myrtle Beach J. E. Wallace 1420 Gregg St., 
1957 Columbia 
South Dakota May 12-14, Watertown R. E. Decker Box 308, Parker 
1957 
Tennessee Gatlinburg A. M. Ballentine 215 W. Flower St., Pulaski 
Texas Apr. 28-May 1, Houston W. Ogle 3707 Gaston Ave., Dallas 10 
1957 
7 Utah May 23-25, Salt Lake City R. C. Dalgleish State Capitol Bldg., 
- 1957 Salt Lake City 
Vermont May 26-28, Manchester E. H. Van 22 Wash iington St., 
1957 Santvoord Rutland 
: Virginia Apr. 29-May 1, Virginia Beach W. T. McAfee Colonial National Bank 
1957 Bldg., Roanoke 
Washington Apr. 1-3, Seattle J. M. Deines Medical & Dental Bldg., 
1957 Seattle 
West Virginia July 21-24, White Sulphur G. N. Casto, Jr. 3820 McCorkle Ave., S.E. 
1957 Springs Charleston 
Wisconsin Apr. 29-May ! Milwaukee H. O. Hoppe 1331 W. Vliet St., 
1957 Milwaukee 
oa Wyoming June Sheridan T. J. Drew State Office Bldg., Cheyenne 


MEETINGS OF STATE BOARDS OF DENTAL EXAMINERS 


~ State Date Place Secretary Address 
: Alabama W. L. McCarty Professional Center, 
Montgomery 
; Alaska R. H. Williams Box 2122, Juneau 
bi ; Arizona W. G. Biddulph 1502 W. Osborn Rd., Phoenix 
1 i Arkansas W. T. Jones 107 E. Shelton, Monticello 
A 4 California T. G. Atwood 450 Sutter St., San Francisco 
: Colorado R. F. Gilmore Republic Bldg., Denver 
Connecticut C. G. Brooks 302 State St., New London 
Delaware P. K. Musselman 143 W. Main St., Newark 
District of Columbia W. T. Birthright 1835 Eye St., ° 
Washington 
Florida July _ Jacksonville R. P. Taylor, Jr. P. O. Box 2913, Jacksonville 3 
1957* 
Georgia P. M. McNeil First National Bank 
Bidg., Rome 
Hawaii H. L. Houvener Dillingham Bldg., 
Honolulu 
Idaho A. G. DeWinter Sun Bldg.. Boise 
Winois Nov. 27-30! W. A. McKee Wood Bldg., Benton 
Indiana Nov. 5-8*t Indianapolis C. A. Frech Gary National Bank Bldg., 
Gary 
lowa May 27-31, Iowa City P. A. Hahn Farmers & Merchants 
1957*t Bank Bldg., Burlington 
Kansas G. L. Teall Box 71, Hiawatha 
Kentucky J. J. Kelly 102 W. Madison St., 
Franklin 
Louisiana R. C. Steib Maison Blanche Bldg., 
New Orleans 
Maine A. S. Apple by Box 260, Skowhegan 
Maryland Nov. 12-14! H. Le 3429 Park Heights Ave. 
June 10-12, Baltimore 15 
1957t 
Massachusetts T. J. Glennon 323 Main St., Woburn 
Michigan J. L. Champagne 3714 W. McNichols Rd., 
Detroit 21 
Minnesota Jan. 7-11, Minneapolis M. G. Walls Lowry Bldg., St. Paul 
June 17-21, 
1957*T 
Mississippi Jan. 3-5, Jackson J. C. Boswell Medical Arts Bldg., 
June 18-20, Jackson 
1957*t 
Missouri R. R. Rhoades Central Trust Blidg., 
Jefferson City 
Montana R. O. Betzner 303 Power Block, Helena 
Nebraska H. E. Weber Fetes Securities Bldg., 
Lincoln 
Nevada R. Whitehead Masonic Temple, Reno 
New Hampshire S. G. Markos 8 Renaud Ave., Dover 
New Jersey W. A. Wilson 150 E. State St., Trenton 


New Mexico J. J. Clarke, Sr. Artesia 


4 
Ar 
J 4 


State Date 


New York 


North Carolina 
North Dakota 


Ohio Oct. 22-27 
Oklahoma 
Oregon Dec. 3-5*t 
Pennsylvania 
Puerto Rico 
Rhode Island 
South Carolina 
South Dakota 
Tennessee Dec. 10-14f 
Texas Sept. 16-21* 
Sept. 16-18t 
Utah June 24-30, 
19573 
Vermont 
Virginia 
Washington Jan. 14-17, 
1957 
West Virginia June 24-26, 1957 
Wisconsin 
Wyoming 


Oct. 10, 11, 16-19*} 
Oct. 10, 16, 17tf 


Place 


Columbus 


Portland 


Dallas 


Seattle 
West Liberty 


ANNOUNCEMENTS . . 


Secretary 
D. W. Beier 


J. H. Guion 
T. M. Flath 
H. B. Smith 
W. E. Cole 


F. L. Utter 
A. M. Stinson 


J. Mercado C. 
F. M. Hackett 


L. Gunter 
i. T. Aker 
. R. Aita 


R. T. Weber 


. Ridge, Jr. 


P. M. Fitch 
J. M. Hughes 
R. W. Frick 


C. C. Cottrill 
S. F. Donovan 
W. A. Hocker 


Most states require applications to be in 30 days prior to examination date. 


*Dental examination. 


tion on locations of examinations. 


tDental hygiene examination. 


MEETINGS OF OTHER ORGANIZATIONS 


Name 

American Academy of 
Maxillofacial 
Prosthetics 

American Academy of 
Oral Roentgenology 
American Academy ot 
Periodontology 
American Association 
for the Advancement 
of Science, Section 

on Dentistry 
American Association 
of Dental Editors 
American Association 
of Dental Examiners 
American Board of 
Dental Public Health 
American College of 
Dentists 


American Dental 


tion 

American Dental 
Hygienists’ A 

American Dental Society 

of Anesthesiology 

American Denture 

Society 

American Institute of 

Dental Medicine 

American Public Health 

Association, Inc. 

American Society of 

Dentistry for Children 

American Society of 

al Surgeons 

Association of American 

Women Dentists 


Date 


Jan. 31-Feb. 2, 


1957 
Sept. 
Sept. 


Dec. 


Sept. 
Sept. 
Sept. 
Sept. 


Oct. 


Oct. 


Sept. 


Sept. 


Nov. 


Nov. 


28, 29 


27-29 


28, 29 


Place 
Chicago 


Atlantic City, 


Atlantic City, 
N.J. 


New York 


Atlantic City, 
N.J. 
Atlantic City, 
N.J. 


Atlantic City, 
N.J. 


Atlantic City, 
N.J. 


Atlantic City, 
N.]J. 


Atlantic City, 


Atlantic City, 
N.J. 


Palm Springs, 


Calif. 
Atlantic City, 
N.J. 

Atlantic City, 
N.J. 

New York 


Atlantic City, 
N.J. 


Atlantic City, 


Secy. or Chm. 
A. H. Bulbulian 
Pres. 


H. M. Berry, Jr. 
Secy. 

C. E. Chamberlain 
Secy. 


R. W. Bunting 
Secy. 


A. H. Kutscher 
Secy. 

C. A. Bumstead 
Secy. 

P. E. Blackerby, Jr. 
Secy. 

O. W. Brandhorst 
Secy. 

M. L. Martin 

Exec. Secy. 


M. E. Swanson 
Exec. Secy. 

A. J. Follenius 
Secy. 

V. L. Steffel 
Secy. 

M. Lewis 
Exec. Secy. 

R. M. Atwater 
Exec. Secy. 

H. C. Hester 
Pub. Chm. 

R. F. Whalen 
Exec. Secy. 

N. E. McDonald 
Secy. 
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Address 
23 S. Pearl St., Albany 7 


Doctors Bldg., Charlotte 7 
Williston 


$22 E. State St., Columbus 15 


2420 N. Meridian, 
Oklahoma City 

Pioneer Trust Bidg., Salem 
Dept. of Public Instruction, 
Box 911, Harrisburg 

Box 3717, Santurce 

267 Academy Ave., 
Providence 

1226 Pickens St., Columbia 1 


Canton 


Bennie Dillon Bldg., 
Nashville 


Capital National Bank 


Bidg., Austin 16 
10 S. Second E., Provo 


Newport 

Medical Arts Bidg., 
Richmond 

P. O. Box 308, 
Pomeroy 

Box 111, Glen Rogers 
Tomah 

O & S Bldg., Casper 


{Write to secretary of dental examining board for informa 


Address 
Mayo Clinic, 
Rochester, Minn. 


4001 Spruce St., 
Philadelphia 4 

1101 N. North St., 
Peoria, Ill. 

School of Dentistry, 
University of Michigan, 
Ann Arbor, Mich 


1107 Fifth Ave., 

New York 28 

Stuart Bidg.., 

Lincoln, Neb 

250 Champion St., 
Battle Creek, Mich 
4221 Lindell Blvd., 
St. Louis 8 

410 First National 
Bank Bldg., 

La Porte, Ind 

1735 Eye St., N.W.., 
Washington 6, D.C. 
73 New York 
Staten Island 14, N.Y. 
College of Dentistry, Ohio 
State University, Columbus 
2240 Channing Way, 
Berkeley 4, Calif. 

1790 Broadway, 

New York 

Arcade Bidg.., 

Glen Ridge, N.J. 
M.C.V. Box 876, 
Richmond, Va. 


151 Engle St., 
Englewood, N.J. 


x 
— 
29 
28, 29 
N J 
a 
4-5 
ME 12-16 
Sept. 28-30 
Sept. 25-28 
ty 
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Name 


Association of Dental 
Specialists 

Bermuda Dental! Asso- 
ciation, Mid-Atlantic 
Dental Conference 


Chicago Dental 
Society 

Council on Dental 
Education, Dental 
Aptitude Tests 


Danish Dental 
Association 

Denver Dental! Asso- 
ciation 

Detroit District 
Dental Society, 
Fifteenth Annual 
Dental Review 


Greater New York 
Dental Meeting 


Mid-Continent Dental 
Congress and Centen- 
nial Meeting of the 

St. Louis Dental 
Society 

National Association of 
Seventh-Day Adventist 
Dentists 

National Board 

of Dental Examiners 


New England Dental 
Society 

New Orleans Dental 
Conference 


Northeastern Society 
of Orthodontists 
Peruana Society of 
Dental and Maxillo- 
facial Prosthesis, 
First National 
Congress 
Southwestern Society 
of Orthodontists 
Thirtieth Journees 
Dentaires Interna- 
tionales de Paris 
Thirty-first 

Italian Congress 

of Stomatology 
Twelfth International 
Dental Congress 


Date 

Sept. 13-15 
Oct. 7-10 
Feb. 3-6, 
1957 

Oct. 5, 6 
Sept. 2 
Jan. 6-9 
1957 

Nov. 26-2 
Dec. 3-7 


Dec. 3, 4 
Oct. 24, 25 
Nov. 11-14 


Oct. 29, 30 


Sept. 19-22 


Oct. 7-10 


Nov. 26-Dec. 


Sept. 24-29 


Sept. 7-14 


Place 


Carinthia, 


Austria 
Hamilton, 
Bermuda 
Chicago 
Copenhagen 
Denmark 
Denver 
Detroit 
New York 
St. Louis 


< 


Atlantic Cit 
N.J 


Boston 


New Orleans 


Florence, 
Italy 


Rome, 
Italy 


Secy. or Chm. 


H. A. Richter 
Chm. 


W. C. Price 


kK. S. Richardson 


Exec. Secy. 
S. Peterson 
Secy. 

F. Orth 

E. T. Klein 
Secy 

\. H. Grob 


Pub. Chm 


R. E. Morse 
Gen. Chm. 
J. E. Brophy 
Exec. Secy 


J. Bata, Jr 
Secy 


G. J. Casey 
Secy. 

F. L, Finley, Jr. 
Secy. 

B. G. Frick, Jr 
Secy. 

W. J. Prezzano 


Secy. 


J. Begazo S. 
Secy. 


H. S. Born 
Secy. 


P. Coustaing 
Secy. Gen. 
M. Bergamin 


P. Lalli 


Secy. Gen. 


Address 


10 Oktober Strasse, 
Klagenfurt, Austria 
Bermuda Dental 
Association 
Hamilton, Bermuda 
30 N. Michigan Ave 
Chicago 

222 E. Superior St., 
Chicago 


Osterbrogade 4, 
Copenhagen, Denmark 
Republic Bldg., 
Denver 

11751 Grand River, 
Detroit 4 


Hotel Statler, 

New York 1 

8013 Maryland Ave 
St. Louis 5 


5403 Queens Chapel 
R 


Hyattsville, Md. 
222 E. Superior St., 
Chicago 

43 Farmington Ave., 
Hartford, Conn. 
Maison Blanche Bldg., 
New Orleans 16 
Medical Centre, 
White Plains, N.Y. 
Pasaje Olaya 156, 
No. 

Lima, Peru 


908 S. Johnstone Ave 
Bartlesville, Okla. 

50, rue Pierre 
Charron, 

Paris, France 

Via S. Gallo 25, 
Florence, Italy 


Via Boezio 16, 
Rome, Italy 


Hartford 
Conn — 
Lima 
Peru 
7 
Houston, 
Texas 
2 Paris, 
a 
ay? 


Over 50 years 


still one of the finest 


toothpowders 


Accepted by the Council on Dental Therapeutics 


of the American Dental Association 
as Sodium Bicarbonate U. S. P. 


FREE Children's Booklets—We would like to 2 


send you children’s booklets for your waiting 


room. They 
tors. Just write to us at the address below. _ 4 a7 


Church © Co., Ine. 


70 Pine Street 


are approved by leading educa- 


New York 5, N.Y. 
BUSINESS ESTABLISHED IN 1846 


: 
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From Saunders 
Postgraduate 


methods and recent 


“| The DENTAL 


The Dental Clinics are well illustrated books of about 250 pages 
each. They contain no advertising, only usable information applicable 
to your daily practice. They will be published 3 times a year—March, July and 
November. The first number will be ready in March, 1957. 


Books, not Magazines __ What they are 


| Immediately Practical Application } _ How they help you 


Packed with sound, concise, clinical advice, the Dental Clinics bring you the 
latest methods of diagnosis and treatment now being used by America’s foremost 
oral surgeons, orthodontists, pedodontists, etc. They tell you what to do, when 
to do it and how to do it. Each number averages about 20 articles on a subject 
of current interest to keep you abreast of latest advances in Prosthodontics, 
Operative Dentistry, Oral Therapy, and similar topics. These are selected for 
their interest to you by eminent consulting editors. You wi!l have a permanently 
bound record you can refer to again and again, with a cumulative index. These 
books of postgraduate dentistry offer you an unexcelled opportunity to continue 
your dental education. 


| Less than your daily paper for a year | How much they cost 


= 


For less than the cost of your daily newspaper for a year, you can receive the 
Dental Clinics. They will be sold only by a year of three consecutive numbers. 
Per year, $14.00. Thirty days free examination of first number! 


Just fill out coupon on third following page and send to: How you can 


W. B. Saunders Company Subscribe 


West Washington Square, Philadelphia 5 < 


ca 
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an entirely new concept in 


Dentistry — brings latest 


advances right to your desk' 


CLINICS of North America 


MARCH 1957—(1) Differential Diagnosis in 
Prosthodontics—10 articles on indications for 
partials, crowns and bridges, fulls and implants, 
with clear descriptions of how to select the 
proper prosthesis. (2) New Techniques in 
Operative Dentistry—11 articles evaluate latest 
equipment and how-to-do-it techniques. 


JULY—Emergencies in Dental Practice—2! 
articles on how to handle quick diagnosis, 
hemorrhage, shock, cardiac emergencies, foreign 
bodies, fractures and dislocations. 


NOVEMBER—(1)_ Benign, Precancerous 
and Malignant Tumors of the Oral Regions 
—Diagnosis and treatment of tumors. (2) 
Current Practice in Endodontics—The best 
of the new developments. 


MARCH 1958—Practical Oral Therapy—22 
articles detail latest therapeutic methods and 
agents and how to use them. 


JULY—The Dentist and Systemic Disease 
-23 articles on oral manifestations of such 
disorders as diabetes, nutritional deficiencies, 
infections and blood dyscrasias. 


NOVEMBER—Handling the Latest Materials 
in Dental Practice—The nature, special proper- 
ties and uses of new dental materials. 


Proposed Symposia 
for first 2 years 
of 


Dental Clinics 


or more of them. 


The Dental Clinics are based in concept and 
— on the highly successful and practical 
Medical, Surgical and Pediatric Clinics of North 

America. These three series published by vw Saunders 
Saunders are so highly regarded that | out of dental books and 
every 2 American physicians subscribes to one 


See following pages 


for 2 more brand 


handy order form. 


¥ 


2 NEW Saunders DENTAL 


linical Endodontics 


C) 


NEW— 
by 


ommer, Ostrander & Crowley 


A new and superbly balanced book, Clinical Endodontics supplies 
virtually all the information on the subject a dental practitioner could 
conceivah'y use. It tells in specific terms how to—Diagnose and treat 
root difficulties whether due to infection or traumatic injuries 
Make use of sterile rather than disinfecting materials—Restore de- 
vitalized teeth——-Verify lesions through roentgenographic, bacterio- 
logic and histopathologic changes. The authors include one of the 
best clinicians in the country; the former chairman of the Council on 
Dental Therapeutics; one of the nation’s finest microbiologists. To- 
gether they form a team which has placed Endodontics on a practical 
yet scientific basis. 


Here is a partial list of the kind of information you 
can expect: Evaluation of root canal files and ream- 
ers; Value of transillumination; Use of bur test; 
Rubber dam technique; Drugs for pain and hemor- 
rhage control; Role of bacteriology in Endodontics; 
Hermetic sealing of root canals; ete. 


This volume is a practical reference guide which will serve not only 
the general dental practitioner, but the dental teacher and student 
as well. Original information and statistics collected by the authors 
and hitherto unpublished have been included. Particular emphasis 
has been placed on the simplified and controlled techniques for 
carrying out the treatment of root canals. The many photographs and 
schematic drawings show the techniques of each procedure in the 
clearest possible manner. They emphasize the important points to 
remember about each subject. 

By Ratpu F. Sommer, D.D.S., M.S., Professor of Endodontics and Radiology; F. Dart Ostranper, 
D.D.S., M.S Professor of Dental Pharmacology, Therapeutics and Endodontics; Mary C. 


Crow ey, A.B., M.S.P.H., Associate Professor of Microbiology: School of Dentistry, The University 
of Michigan. About 500 pages, 64%” x 9%”, with 384 illustrations. About $11.00. Just Ready! 


for a new 
publication 
highly valuable 
to your 
practice 


order form today! 


See two 
previous pages use this handy 
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BOOKS 


FOR TODAY'S 


DENTIST 


= 


NEW Clinical Operative 


=) 


by 45 Authorities, 
edited by W. J. Simon 


This text emphasizes the clinical aspects 
of operative dentistry. It is a book that 
has long been needed—a truly modern 
text on operative dentistry alone. All 
the current vital information needed on 
such subjects as Amalgam Restorations. 
Silicate Cements, Acrylic Resin Fillings 
and Gold Foil Restorations is included. 
This treatment of the subject will be of 
great help to those practitioners who 
want a direct, clear explanation of the 
materials used in cavity preparation 
plus the fundamentals of cavity prepa- 
ration for each filling material. There 
are over 500 drawings and photographs 
which clarify techniques and procedures. 
For the practicing dentist who may want 
to review operative procedures or the 
student who is entering the clinical 
phase of his course, this text will be 
invaluable. 

By 45 AvurTnoritres. Edited by J. Simon 
D.D.S., Professor of Operative Dentistry and Dean of 
the School of Dentistry, State University of Iowa. About 


450 pages. 6” x 9”, with 538 illustrations. About $11.00 
Just Ready! 


— Contributors — 


Leland D. Anderson, D.D.S. 
Harry Barishman, D.D.S. 
John R. Blaff, D.D.S. 
Charles F. Bodecker, D.D.S. 
Drexell A. Boyd, D.D.S. 
Kenneth R. Cantwell, D.D.S. 
. E. Carpenter, D.D.S. 
Harold M. Cline, D.D.S. 
Herbert D. Coy, D.D.S. 
Charles D. East, D.D.S. 
William R. Eberle, D.D.S. 
J. Eisenstark, D.D.S. 
Pierre O. Evans, D.D.S., Lt. Col., USA (DC) 
Robert O. Green, D.D.S. 
R. G. Hemmerich, D.D.S. 
Chester J. Henschel, D.D.S. 
P. W. Herrick, D.D.S. 
George M. Hollenback, D.D.S. 
Rex G. Ingraham, D.D.S. 
Ralph L. Ireland, D.D.S. 
Alexander Jeffrey, D.D.S. 
ifeld, D.D.S. 
. ¥. Lehman, D.D.S. 
Waldemar A. Link, D.D.S. 
Miles R. Markley, D.D.S. 
EF. Carl Miller, D.D.S 
John H. Mosteller, D.D.S. 
Raymond E. Myers, D.D.S. 
trank H. Nealon, D.D.S. 
Earl Allen Nelson, D.D.S. 
Alexander Novak, D.D.S. 
Mark ©. Pattridge, D.D.S. 
Charles Peterka, D.D.S. 
K. Paul Ramsay, D.D.S. 
Arne F. Ror D.D.S. 
Bruce B. Smith, D.M.D. 
Maurice N. Stern, D.D.S. 
Gerald D. Stibbs, D.M.D. 
R. E. Sturdevant, D.D.S. 
Henry M. Tanner, D.D.S. 
Erling Theen, D.D.S. 
Lewis W. Thom, D.D.S. 
Harry A. Tinker, D.D.S. 
James H. Wick, D.D.S. 
Earl H. Zimmer, D.D.S. 


30 day free exzaminalion~—— 
W. B. Saunders Company Phila. § 


Please send on publication and charge: [) Easy Payment Plan ($3 month) 

C) Simon’s Clinical Operative Dentistry...................ccccccecceecceuces about $11.00 
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announces the 
Dental Aptitude 


for admission to 1957 Dental School Classes 
will be given on 


OCTOBER 5-6, 1956 
(application must be received by September 21) 
JANUARY 18-19, 1957 
(application must be received by January 4) 
APRIL 26-27, 1957 
(application must be received by April 12) 


Sponsored by Council on Dental Education of the American Dental Association 


Applicants should contact any of the dental schools 
listed for copies of the brochure, THe 1957 DentaL 
AptitupE Testinc Procram, and for application 
blanks to take the tests. 


Dental schools 
School of Dentistry GEORGIA 
University of Southern California School of Dentistry 
ALABAMA 925 West Thirty-fourth Street Atlanta-Southern Dental College 
Schoo! of Dentistry Los Angeles 7, California Emory University 
University of Alabama School of Dentistry 106 Forrest Avenue, N.E. 
1919 7th Avenue, South College of Medical Evangelists Atlanta 3, Georgia 
Birmingham 5, Alabama Loma Linda, California 
CALIFOR ILLINOIS 
, 88 DIST. OF COLUMBIA Chicago College of Dental Surgery 
School of Dentistry School of Dentistry 
Loyola University 
College of Physicians and Surgeons Georgetown University 
1757 West Harrison Street 
344 Fourteenth Street 3900 Reservoir Road, N.W. Chicago 12, lifinois 
San Francisco 3, California Washington 7, D. C. . 
College of Dentistry College of Dentistry The Dental School 
University of California Howard University Northwestern University 
University Medical Center 600 W. Street, N. W. 311 East Chicago Avenue 


San Francisco 22, California Washington 1, D. C. Chicago 11, Illinois 
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College of Dentistry 
University of Iilinois 
808 South Wood Street 
Chicago 12, Illinois 


INDIANA 

School of Dentistry 
Indiana University 

1121 West Michigan Street 
Indianapolis 2, Indiana 


IOWA 

College of Dentistry 
State University of lowa 
Dental Building 

lowa City, lowa 


KENTUCKY 

School of Dentistry 
University of Louisville 
129 East Broadway 
Louisville 2, Kentucky 


LOUISIANA 

School of Dentistry 

Loyola University 

6363 St. Charles Avenue 
New Orleans 18, Louisiana 


MARYLAND 

Baltimore College of Dental Surgery 
The Dental Schoo! 

University of Maryland 

618 West Lombard Street 
Baltimore 1, Maryland 


MASSACHUSETTS 

Harvard School of Dental Mecicine 
25 Shattuck Street 

Boston 15, Massachusetts 


School of Dental Medicine 
Tufts University 

136 Harrison Avenue 
Boston 11, Massachusetts 


MICHIGAN 

School of Dentistry 
University of Detroit 

630 East Jefferson Avenue 
Detroit 26, Michigan 


School of Dentistry 


University of Michigan 
Ann Arbor, Michigan 


MINNESOTA 
School of Dentistry 
University of Minnesota 


Washington Ave. and Union St., S.E. 


polis 14, M 


missouri 

Kansas City-Western Dental College 
School of Dentistry 

The University of Kansas City 

1108 East Tenth Street 

Kansas City 6, Missouri 


School of Dentistry 

St. Louis University 
3556 Caroline Street 
St. Louis 4, Missouri 


School of Dentistry 
Washington University 
4559 Scott Avenue 
St. Louis 10, Missouri 


NEBRASKA 

School of Dentistry 

The Creighton University 
26th and California Streets 
Omaha 2, Nebraska 


College of Dentistry 
University of Nebraska 
Lincoln 8, Nebraska 


NEW JERSEY 

The Dental School 

Farleigh Dickinson University 
Teaneck, New Jersey 


College of Dentistry 

Seton Hall University 
Jersey City Medical Center 
Jersey City, New Jersey 


NEW YORK 

School of Dental and Oral Surgery 
Columbia University 

630 West 168th Street 

New York 32, New York 


College of Dentistry 

New York University 

209 East Twenty-third Street 
New York 10, New York 


School of Dentistry 
University of Buffalo 
3435 Main Street 
Buffalo 14, New York 


NORTH CAROLINA 
School of Dentistry 

The University of North Carolina 
Chapel Hill, North Carolina 


OHIO 

College of Dentistry 

The Ohio State University 
Columbus 10, Ohio 


School of Dentistry 
Western Reserve University 
2165 Adelbert Road 
Cleveland 6, Ohio 


OREGON 

The Dental School 
University of Oregon 

3355 S.W. Terwilliger Bivd. 
Portiand 1, Oregon 
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PENNSYLVANIA 

School of Dentistry 

Temple University 

3223 North Broad Street 
Philadelphia 40, Pennsylvania 


Thomas W. Evans Museum & Dental 
Institute School of Dentistry 
University of Pennsylvania 

4001 Spruce Street 

Philadelphia 4, Pennsylvania 


School of Dentistry 

University of Pittsburgh 
Thackeray and O'Hara Streets 
Pittsburgh 13, Pennsylvania 


TENNESSEE 

School of Dentistry 
Meharry Medical College 
Nashville 8, Tennessee 


College of Dentistry 
University of Tennessee 
847 Monroe Avenue 
Memphis 3, Tennessee 


TEXAS 

College of Dentistry 
Baylor University 
800 Hall Street 
Dallas 10, Texas 


The University of Texas 
Dental Branch 

6516 John Freeman Ave. 
Houston 25, Texas 


VIRGINIA 

Schooi of Dentistry 
Medical College of Virginia 
12th and Clay Streets 
Richmond 19, Virginia 


WASHINGTON 
School of Dentistry 
University of Washington 
Health Sciences Building 
Seattie 5, Washington 


WEST VIRGINIA 
School of Dentistry 

West Virginia University 
Morgantown, West Virginia 


WISCONSIN 

School of Dentistry 
Marquette University 

604 North Sixteenth Street 
Milwaukee 3, Wisconsin 


The dental aptitude tests are administered 
in 49 other colleges and universities including Hawaii, 


Puerto Rico, Europe, and Japan. 
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A Tip for Better Prophylaxis 


The tip developed as 


the ideal for interdental hygiene 


Two years of research and extensive investigation 
went into the development of Py-co-tip. The high 
quality rubber is finely balanced for flexibility and 
stiffness for interdental hygiene. Py-co-tip is preferred 
by more dentists than any other brush-affixed 
stimulator 


THESE FEATURES MAKE PY-CO-PAY WIDELY ACCEPTED 


Straight, rigid design 


Small, compact head 


Proper tuft spacing 


D—  Bristles uniformly trimmed 
> 


Scientifically desianed tip 


For effective oral hygiene, prescribe 


S'y-co-pay TOOTHBRUSH wih PY-CO-TIP 


Recommended by more dentists than any other toothbrush 


Pycopé, Inc., Jersey City 2, N. J. 
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whee NATURE NEEDS NO HELP... 


Elephant molars move forward so that the 
anterior part is used first, then the middle 
and then the posterior surface of the crown. 
When the posterior portion is worn out the 
molar is displaced by the next posterior 
tooth. Nature supplies the new tooth. 


NATURE NEEDS NEY GOLD 


Man’s tooth replacement must be done by man. He designs 
a partial and casts it in Ney-Oro G-3, a gold alloy that has 
twice the strength* of wrought structural steel. By choosing 
Ney-Oro G-3, man does much more than just replace missing 
teeth because G-3’s resiliency and dimensional accuracy in 


casting protect and preserve the remaining teeth. 


*(when heat-treated by simple cooling in the investment) 


=z (jold 


THE J. M. NEY COMPANY SINCE 1812 


( 


HARTFORD CONN. 
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1“ versatile Ivorine Dentoform is unsurpassed for visual 
education and demonstration at the chair. As the lvorine 
teeth are removable, any edentulous area can be repro- 
duced. The teeth may be prepared and crowns and inlays 
constructed on them or Prepared Ivorine Teeth may be 
used. (For complete list of our Ivorine Preparations, see 


Page 2 of Catalog No. 33.) 
COMMON USES FOR THESE MODELS: 


1—Showing need for prosthetic work. 

2—Demonstrating various restorations. 

3—Showing need for x-rays to reveal subgingival cavities. 
A cavity may be cut in tooth below gum line for this 
purpose. 

4—Showing tooth preparations needed. 

5—Demonstrating correct tooth-brushing technique. 


@ Also available are Models with Deciduous Teeth and 6-yr. Molars 
to explain children's needs. 


Cat. No. 
560—U & L Ivorine models; Pink Jaws; 32 removable teeth; articulated 
$-560—Same as above but with 28 removable teeth 
760—U & L Deciduous; Pink Jaws; 24 removable teeth; articulated.............. 


Extra Ivorine Teeth for replacements, 65c each; Root Plugs, 75¢ each. 
Ivorine Preparations (for 560 and $-560) $1.00 each. 


If you do not have our Catalog No. 33, write for a copy today. 


SEE OUR EXHIBIT AT THE A.D.A. MEETING IN ATLANTIC CITY 
COLUMBIA DENTOFORM CORPORATION 


“The House of A Thousand Model!s"—also Headquarters for Brown Precision Attachments 
133 EAST 23rd STREET ° NEW YORK 10, N.Y. 
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Price 
32.00 
28,00 


KERN 


TURBO-JET 


Patent Applied For 


A Hydraulic Turbine Contra Angle Handpiece* 


e@ 45,000 RPM—for fast cutting 

e@ LOW TORQUE—for safety 

e@ HYDRAULIC DRIVE—no vibration 

e@ PLASTIC BEARINGS—no lubrication 

e LIGHT CUTTING PRESSURE—patient comfort 


Self-contained unit—just plug it in 
Contra Angle—no gears 


Information may be obtained through your dealer 
or write direct to 


P. O. Box 5818 


BOWEN & COMPANY, INC. 


Maryland 
See it; try it— Booth 117, Atlantic City 
*JADA Vol. 47, P. 324-329, Sept. 1953. NELSEN, R. J., D.D.S.; 


PELANDER, C. E.; KUMPULA, J. W.: Hydraulic Turbine Contra 
Angle Handpiece. (Reprint on request) 


Robinson's 
Bristle 
Discs 


BRUSH WITH | Q 


THE ENDS OF 
THE BRISTLES 


No. 11 No. 9 r Porte Unmounted 
Cup Polisher we Cup 


BUFFALO 
DENTAL 


Manufacturing Co. 
BUFFALO 3, N. Y. 


These brushes clean with the ends of the 
bristles—not the sides—reaching into sur- 
face indentations, crevices, and other 
spaces not accessible to other types of 
cleaners. Require no undue pressure and 
generate os ak Cup and circular discs 
available with standard stiff, extra stiff 
and soft bristles. Specify Robinson's" 


from your dental dealer. 
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References: 1. Glasser, M. M., New York J. Den- 
tistry 25:229, June-July 1955. 2. Council on 
Rheumatic Fever and Congenital Heart Disease, 
American Heart Association, Circulation 11:317, 
Feb. 1955. 3. Grimm, D. H. and Albertson, G. L., 
J. Calif. State Dental Assoc. and Nevada State 
Dental Soc. 30:300, Sept.-Oct. 1954. 4. Glick- 
man, |., Clinical Periodontology, Philadelphia, 
W. B, Saunders Co., 1953, p. 839. 5. Goldman, 
H. M., Periodontia, 3rd ed., St. Louis, C. V. 
Mosby Co., 1953, p. 701. 6. Beube, F. E.; Peri- 
odontology, New York, Macmillan Co., 1953, p. 
417. 7. Ostrander, F. D., J.A.D.A. 46:139, Feb. 
1953. 8. Council on Dental Therapeutics, J.A.D.A. 
45:212, Aug. 1952.9. Dobbs, E. C. and Eskow, 
A. B., New York J. Dentistry 21:458, Dec. 1951. 
10. Keefer, C. S., Postgrad. Med. 9:101, Feb. 
1951. 11. Thoma, K. H., Oral and Dental Diag- 
nosis, 3rd ed., Philadelphia, W. B. Saunders Co., 
1949, p. 357. 12. Ziskin, D. E., Kutscher, A. H. 
and Clark, A. R., J.A.D.A. 35:627, Nov. 1947. 
13. Woofter, A. C. and Hoffman, 0. E., J. lowa 


M. Soc, 35:189, May 1945. SQUIBB 


Vincent's disease / pericoronitis / alveolitis / ; 
dento-alveolar abscess / cellulitis / Squibb Quality-the Priceless Ingredient 
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FOR 
ENLARGED 
VISION 


which aids today’s 
high-speed techniques 


you need the oral 


3-D MAGNI-FOCUSER 


Dentists save valuable time by using the 
Magni-Focuser. It enlarges the field of 
operation and gives true 3-D perception 
of depth. It also relieves eye-strain. 
Leaves both hands free to work. Worn 
with or without regular eye glasses. Nor- 
mal vision resumed by raising head 
slightly. Weighs only 3 ounces. Order 
from your dealer or send $10.50 for 10- 
day trial. Money refunded if not fully 
satisfied. 


EDROY PRODUCTS CO. 


Department 16 
480 Lexington Avenue, New York 17, N.Y. 


1957 


Could you use a few 
extra dollars? 


Then sell us your old 
issues of The Journal of 
the American Dental As- 
sociation. Copies of the 
following issues are 
wanted: 

JANUARY 1914 

FEBRUARY 1914 

MARCH 1914 


—p We will pay $1.50 for 
each copy we buy. Write us 


today telling us if you are 
willing to sell. 


Purchasing Dept. 


AMERICAN DENTAL ASSOCIATION 
222 E. Superior St., Chicago 11, Illinois 


youd Ready 
Daily 


record book for 
DENTISTS 


+ 


Rr 


Order your 1957 DAILY LOG now and it 
will be right at hand for scheduling your 
work in the coming year. This complete 
one-volume financial record book for den- 
tists assists in more efficient practice man- 
agement—helps you avoid tax troubles— 
saves time and money. Names of patients, 
services performed, amounts charged and 
cash received are all listed on DATED 
Daily Pages. All expenses itemized for 
easy tax reference. Reorders by thousands 
of successful users attest the LOG’s 25 
years of service to the profession. 


Price: $7.25 for Calendar Year 


SATISFACTION GUARANTEED 


MAIL 
COUPON 
TODAY! 


262 University Ave. 


Champaign, Illinois 


) Please send me the 1957 Daily Log for 
Dentists. Remittance enclosed. 


[] Send more complete details along with 
FREE Record Supplies Catalog. 


Colwell Publishing Co. 
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The Role of Enriched Bread 


in Sound Nutrition 


Is bread cariogenic? 


A scientifically valid answer has recently been expressed by the 
Council on Dental Health and the Council on Dental Therapeutics 
of the American Dental Association: 


*‘Available evidence indicates that starchy carbohydrates 
are of minor importance in the process of caries since complex 
carbohydrates cannot diffuse into bacterial plaques and can- 
not be degraded promptly to simple sugars in most mouths.’”' 


The complex carbohydrate of enriched white bread thus does not 
appear to be a contributing factor to caries. 


Limited dental observations? for 10 months on 101 German 
orphanage children fed diets providing 75 per cent of their calories 
in the forms of enriched and unenriched white breads and whole 
wheat bread are not inconsistent with this view. 


In addition, “‘One of the most striking findings...and perhaps the 
most unexpected one, was the remarkable way in which the general 
condition of all the children...improved...[The diets fed] provided 
undernourished children aged 5-15 years with all the nutrients 
required for a high rate of growth and development for a period of 
18 months.’” 


Enriched bread owes its high nutritional value to its con- 
tained protein (39 grams per pound Icaf), B vitamins, iron, 
calcium, and nutrient energy. On the average its commercial 
formula includes nonfat milk solids, 4 grams per 100 grams 
of flour. The protein of such enriched bread, consisting of 
flour protein supplemented by milk and yeast proteins, sup- 
ports both good growth and maintenance of tissues. 


1. Joint Report of the Council on Dental Health and the Council on Dental Therapeutics of 
the American Dental Association: Sugar and Dental Caries: The Effect on the Teeth of 
Sweetened Beverages and Other Sugar-Containing Substances, J. Am. Dent. A. 47:387 
(Oct.) 1953. 


2. Widdowson, E.M.,and McCance, R. A.: Studies on the Nutritive Value of Bread and on the 
Effect of Variations in the Extraction Rate of Flour on the Growth of Undernourished 
Children, Medical Research Council, Special Report Series, No. 287, London, Her Majesty’s 
Stationery Office, 1954. 


The nutritional statements made in this adver- 


AMERICAN BAKERS ASSOCIATION _/_,,‘isement have been reviewed by the Council on 


Foods and Nutrition of the American Medical 


20 North Wacker Drive « Chicago 6, Illinois Association and found consistent with current au- 


thoritative medical opinion. 
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All designed to 


give you better 
prophylaxis 
faster 


NEW DENTICATOR POLISHER with 
annular ribbed construction produces a 
definite Controlled Lip-Action under the 
gingival free margin for fast cleaning and 
polishing operations 


Contour conforming lip-spread contacts 
four times more tooth surface . . . speeds 
treatment time 4 to 1. 


Built-in reservoir holds dentifrice secure- 
ly for gradual escape to working lip, fed 
by compression through central opening 
of cup. Centripetal action eliminates 
spraying. 


NEW DENTICATOR SHOCK-PROOF BRUSH has 
knee action performance with floating power. Unusual 
flexibility allows Natural Bristle brush to run cool and 
smooth. Eliminates burning sensation. Vibration is ab- 
sorbed in rubber socket base 


NEW DENTICATOR TAPERED TUFT effectively 
reaches areas inaccessible to the lip of cup or brush . . . 
excellent for interproximal spaces, bifurcated roots, fos- 
sae, grooves, etc. Smooths after spot grinding, equillibra- 
tion and for finishing amalgam and gold restorations. 
All three snap on handpiece. 


Ask your Dental Supply Dealer for 


DENTICATOR 


PROPHYLAXIS 
POLISHERS + BRUSHES + TUFTS + HANDPIECES 


Manufactured in U. S. A. by 
THE DENTICATOR CO., Inc. 
1068 Mission Street « San Francisco 1, California 


Professional samples on request 
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Sunshine and salt air 
await you in Atlantic City at 
the A. D. A.s 97th annual session 


October 1-4, 1956 


autumn weather 1 through 4 assure 
exhibits. All in all, i progem of nis 


wae 
eta” 
ver 
enchantment of the nation’s leading seaside 
fesort awaits you at Atlantic City. The colorful boardwalk, 
famous seafood restaurants, jitney buses, miles upon miles 
broad sandy beaches, sunny seaside air—all these and some 
a i of the best resort hotels in the nation combine tomake 
Bo ___ Atlantic City an ideal site for the 97th annual meeting of the = 
«ik 
ra eating S in many years. There are plenty of first class 
hotel rooms awaiting you. Make reservations now! 
official application forms in The A.D.A. Journal, 


“how to 


INJECT 


into a denture.” 


© 
THE INJECTOR that you are looking at is unique! 


Under a constant 40 Ibs. pressure, this gun 
injects added TILON into the flask. 


During the rapid shrinkage during polymerization, 

the needed TILON is right on tap. No tensions 

or stresses are built-up, instead, added strength 
is figuratively INJECTED in. 


The TILON technique is new, 
is different, and is UNIDIRECTIONAL. 


© FOR YOUR 
NEXT DENTURE! 


TRY 
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Richest 
in Thiamine 
among 
whole-grain 
cereals 


DENTAL AUTHORITIES stress the 
importance of optimal nutrition 
in the aim toward better dental 
health during the early growth 
years. Oatmeal, with its wealth 
of essential nutrients, not only 
contributes broadly to good nu- 
trition, but—since its carbohy- 
drate is not readily degraded to 
simple fermentable sugars—is 
of virtually no cariogenic in- 
fluence. 


The Quaker Oats @mpany. 


CHICAGO 


And No Vitamin Loss 


in Processing 


Oatmeal is naturally “considerably richer’ in 
vitamin B, than other whole-grain cereal breakfast 
foods. 


Careful selection of the oats produces remarkable 
uniformity of nutrient contents. Repeated quantita- 
tive analyses of all rolled oats processed at the mills 
of the Quaker Oats Company demonstrate the rela- 
tive constancy of their B vitamin concentrations. 


Neither the milling of rolled oats nor their cooking 
in the home results in significant vitamin loss. 


In the milling, the oats—after being mechanically 
freed from extraneous material—are mildly proc- 
essed at temperatures not to exceed 200° F., then 
cooled and hulled. The resulting “‘groats”’ are steamed 
and rolled to form standard oat flakes. For quick- 
cooking thinner flakes, the groats are cut into 2 to 4 
pieces before steaming. The parts richest in vitamin 
concentration—the germ and the outer cellular lay- 
ers of the oat seed—are retained, and remain virtu- 
ally unchanged in vitamin values. 


Cooking of oatmeal in the home leads to no appre- 
ciable vitamin loss. According to a symposium, pre- 
pared under the auspices of the Council on Foods 
and Nutrition of the American Medical Association, 
“one hundred and twenty minutes’ cooking in a 
double boiler did not cause any appreciable loss of 
thiamine from rolled oats.”’? 


Quaker Oats and Mother’s Oats, the two brands 
of oatmeal offered by The Quaker Oats Company, 
are identical. Both brands are available in the Quick 
(cooks in one minute) and the Old-Fashioned varie- 
ties which are of equal nutrient value. 


1. Maynard, L.A., and Nelson, W.L., in Handbook of Nutrition, 
American Medical Association, ed. 2, Philadelphia, The 
Blakiston Company, 1951, p. 625. 

2. Aughey, E., and Daniel, E.P., cited by Maynard, L.A., and 
Nelson, W.L.: Foods of Plant Origin, ibid. 
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Only 40 pages, Doctor! 


..-but they give you a complete reference 
on the use of 
platinum-palladium-/ 
gold 


May we send you a free copy of 
“Platinum-Palladium-Gold in 
Dentistry”? 

It isn’t a big reference book... 
but every page is packed with 
helpful, well organized facts 
about the use of precious metals 
in dentistry. 

This book describes the proper- 
ties and characteristics of the 
alloys ... their suitability for 
different types of prosthetic den- 
tistry and orthodontia. Outlines 
procedures for casting, soldering, 


Platinum Metals Division 
The International Nickel Co., Inc. 
67 Wall St., New York 5, N. Y. 

Please send me my free copy 


of “Platinum - Palladium - Gold in 
Dentistry.” 


softening and hardening the al- Name 
loys. | 

Just send the coupon, doctor. Street 
We'll see that you get your copy City 
immediately. 

State 
i ivisi 
Platinum Metals Division “-- 


THE INTERNATIONAL NICKEL COMPANY, INC. 67 wait street, New York 5, WN. ¥. 
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SOLID 
BRONZE 
NAME “ee 
SIGNS 
Cast, raised letters, drilled, with screws 
3" x 12" — $12.60 3" x 14" — $14.70 3" x 16" — $16.80 
4" x 14" — $19.60 4" x 16" — $22.40 4" x 18" — $25.20 
5" x 16" — $28.00 5" x 18" — $31.50 5" x 20" — $35.00 
6" x 18" — $37.80 6" x 20" — $42.00 6" x 25" — $52.50 
Other sizes 35¢ per sq. in. Minimum, $7.00. Signs with wording on both sides 60c per sq. in. 
COLLECT PLEASE SEND CHECK WITH ORDER 
LAUER METAL SHOP e 1516 E. Baltimore Street ©@ Baltimore 31, Md. 


NECESSARY 


Ke for dentists and 


dental laboratories 


2” by 4” Lens Illuminated Magnifier for close accurate work. Adjustable 
arms and heavy cast base make it adaptable to all phases 
of laboratory work. High intensity, cool fluorescent light 
directed where you want it. 

Heavy Cast Base — Dentists, laboratory technicians save valuable time, do a 
Will Not Topple better job in fitting, finishing, burring, polishing. Uncon- 
ditionally guaranteed. Order direct. Immediate shipment 
Parcel Post Paid. Send Check or Money Order for $29.50. 


For BETTER and 
LASTING FILLINGS 


Ultra BRAND 


Smart 
Invincible desk 


used . 
with concealed safe unit 


m ADA 
Invincible’s latest Modernaire desk combines 
handsome style with built-in safety for valu- 
able papers, records, narcotics, drugs. 
Concealed safe unit keeps all under 
locked steel protection. 
File them safely too — Con- 
cealed safe unit also in In- 
vincible files of desk-high, 
counter-high or four-drawer 
size. Legal or letter size. 
Optional general lock. 


72% —10 or. $19.75 
plus 1 oz. 

68% —10 oz. $18 
plus 1 oz. FREE 


ORDER THROUGH 
YOUR DEALER 


H. JELINEK 


95 Nassau Street, New York, N. Y. 


See your 
dealer or write 


INVINCIBLE 


Visit our Booth No. 126 


INVINCIBLE METAL FURNITURE COMPANY 
Manitowoc, Wisconsin at the ADA meeting in Atlantic City. 


See our SPECIAL OFFER. 


6” 
| 
<< 
| FINE CUT 
a | 72% OR 68% SILVER 
mix. Hard, brilliont finish 
ion of 6 microns, 
tan of 129% Con 
3 Ne. 


CLASSIFIED 
ADVERTISING 


Forms close on 25th 
of second month preceding month of issue 


Remittance Must Accompany 


Classified Ads. 


PRACTICES AND OFFICES FOR SALE 
OR RENT 


CONNECTICUT — Exceptional opportunity 

for dentist desiring active growing prac- 
tice in most rapidly expanding town in 
Hartford area. Purchase of practice and 
office outright or on associate-partnership 
basis. Address A.D.A. Box No. 423. 


CONNECTICUT—For sale. Fully equipped 
two-chair office. Air conditioned, estab- 
lished practice. Excellent location in Darien, 
Conn. Dentist deceased. Write Mrs. Ralph 
Roberts, 23 Beach Dr., Noroton, Conn. 


FLORIDA—Completely equipped one operat- 

ing room office for sale. Practically new 
equipment; low rent in growing lower east 
coast city. $5,000 cash or terms. Address 
A.D.A. Box No. 395 


FLORIDA—For sale. Active practice. Fully 

equipped, bungalow office building with 
parking lot. Price $40,000. Terms. $10,000 
down. Inquiries invited. Dr. George J. Park- 
er, Box 565, Tarpon Springs, Fla. 


FLORIDA—For sale. Completely and mod- 

ernly equipped three-chair office. Three 
ton central air-conditioning. Ground floor 
location in downtown Miami. Low overhead 
High percentage of prosthetics. Grossing 
$50,000 annually. Price $12,000. Can be 
financed with low down payment. Address 
A.D.A. Box No. 391. 


ILLINOIS—For sale. A fully equipped air- 

conditioned dental office. Most of the 
equipment is modern. Numerous supplies 
available. Can be financed. Owner retiring. 
A fine opportunity for a young dentist. Ad- 
dress A.D.A. Box No. 420. 
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Classified advertising rates are as follows: 
30 word r le Cg $4.00 
Additional word 10 
A ee ...no extra charge 


Replies to A.D.A. box number ads should be ad 
dressed as 


American Der ta! Association 
222 E. Superior Street 
Chicago II, |! 


Please be sure that the box number appears on 
the envelope. 


ILLINOIS—For sale. Four year part-time 

practice in central Illinois town of 1,900. 
Larger cities 60 and 20 miles. One dentist 
in residence. Ritter B 1500 RPM, E & O 
light, some instruments, cabinet, diamond 
chair, laboratory, air conditioner and Kleen- 
Air Compressor. Address A.D.A. Box No. 396. 


KANSAS—For sale. Leaving to take work 

in orthodontics. Two-chair, well equipped, 
four year old office with two x-rays. Lo- 
cated in four year old air-conditioned medi- 
eal clinic. Lease available with right to buy. 
Two well trained assistants are willing to 
stay. Pay for equipment over three years 
Grossing $35,000. Address A.D.A. Box No. 419. 


MISSOURI—For sale. Modern dental offices. 

Priced for quick sale. No down payment 
necessary, and monthly payments may be 
handled on percentage of gross. Town 20,000 
Address A.D.A. Box No. 409. 


MISSOURI—Bethany. For sale. Complete 

dental office, Ritter unit, x-ray and in- 
struments and suppiies. County seat town, 
good opportunity. Selling because of recent 
death of dentist. Lowell Treasure, Box 46, 
Bethany, Mo 


MISSOURI—For sale. Well established two- 
chair fully equipped dental office, x-ray, 
air-conditioned, ground floor; with M.D. 
Located in the three lakes region of beauti- 
ful Ozarks. All equipment purchased new in 
1953. Will sell at inventory. Owner leaving 
to specialize. Address A.D.A. Box No. 417. 


NEW HAMPSHIRE—For sale. Excellent 

opportunity. Two dentists leaving—retir- 
ing. Lovely college community (Dartmouth) 
of Hanover. Unusually fine hospital and 
schools with every sort of sports facility, 
with instruction year-around. Area now den- 
tally understaffed. 15 room brick house 
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built 1953, (cellar 75’ x 33’) two fireplaces, 
garage, adjoins college property, large 
lawns. Three operating rooms (some equip- 
ment available intact if needed), dark room 
and laboratory with north light, waiting 
room, reception hall, business office, three 
toilets, and eight room living quarters with 
thermopaned windows viewing easterly 
spacious recreational areas. Asking $40,000. 
Dr. Normajane Wittner-Barrett, 31 S. Park 
St., Hanover, N. H. 


NEW JERSEY—Office for rent. Six room 

apartment in modern brick building. Cen- 
ter of town of 5,000. Suitable for practice 
and living quarters. Edward Doland, Rocka- 
way, N. J. 


NEW YORK—For sale. Combination home 
and office. Beautifully landscaped corner 


location on South Shore. Long Island town's 
main street. Four bedroom house and five 
room office. Reported gross $20,000 and ris- 
ing. Price $36,000, no equipment. Only very 


specific inquiries answered. Address A.D.A. 
Box No. 424. 

NEW YORK—For sale. St. Albans, N. Y. 


$21,900. Large three bedroom home and 
modern air-conditioned, two operating room 
dental office. Two car garage. Finished 
basement. Many extras. Dr. Walter Dudas, 
190-11 Lewiston Ave., St. Albans 12, N. Y. 
Call OL- 8-8989 


NEW YORK—For sale. Gracious center hall, 
Dutch colonial, 8 rooms, 3 baths. Beautifully 
landscaped, excellent residential, one-half 
acre. Office has 5 rooms, 2 operating rooms, 
tiled floor to ceiling, completely air con- 
ditioned. Dr. J. E. Bloom, 68 Cathedral Ave., 
Hempstead, N. Y. 


NEW YORK—For sale. Well established 

transferable practice, equipment. Beauti- 
ful modern custom-built office. Medium large 
city, upstate New York. Rock steady employ- 
ment, depression proof. Excellent opportun- 
ity. Leaving state. Address A.D.A. Box No. 
402. 


NEW YORK—For sale. Westchester county, 


New York. 269 Columbus Ave., at Crest- 
wood Station Plaza. Focal point of buses, 


N. Y. Central. Adjacent National Bank of 
Westchester. Two ground floor suites. Suit- 
able for dentist. J. S. Handler, OX 5-2200, 
Newmark & Co., 1359 Broadway, N. Y. C. 


NEW YORK—For sale. Fully equipped two- 

chair dental office with latest Ritter equip- 
ment in new building at city limits of Syra- 
cuse, N. Y., in large industrial area. Retiring 
from active lucrative practice. Lenient 
terms. Address A.D.A. Box No. 426. 


OKLAHOMA—For sale. Dental office with 

equipment. Wide trade territory. Dentist 
deceased, nearest competition 30 miles. 
Terms if desired. Good recreational area. 
Office rent reasonable. Write Mrs. Frank W. 
Cates, Talihina, Okla. 

e 

OREGON—For lease. Modern ground floor 

dental office. Three operating rooms, with 
or without equipment. Ten years’ established 
practice. Excellent location in Portland, 
residential area. Write Dr. E. Landis, 3810 
W. Pacific Coast Highway, Torrance, Calif. 


PENNSYLVANIA—Erie. For sale. Practice 
established for 32 years. Dentist deceased 
Fully equipped two-chair, air-conditioned 
suite in modern building. Write Mrs. Rose 
Arnson, 1246 W. Ninth St., Erie, Pa. 


PENNSYLVANIA—For sale. Complete den- 

tal office. Ritter equipped, Master E unit, 
B motor chair and x-ray. Town of 1,800 
people with large drawing area, about 20 
miles from Allentown, Pa. Main industry 
employs over 1,000 people. Combination 
home-apartment rents for $60. monthly. Will 
consider selling equipment alone or as is. 
Price under $4,000. Address A.D.A. Box No. 


99 
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PENNSYLVANIA—For sale. Fully equipped 

office, laboratory and waiting room. Den- 
tist in service. Thriving community with 
large drawing area in western Pennsylvania. 
Office and homé combination may be either 
bought or rented. Address A.D.A. Box No. 
406 


SOUTH DAKOTA—For sale. Modern three- 

chair office, two x-rays, Hydro-flo equip- 
ped, complete laboratory, in modern bunga- 
low. Three-bedroom home two blocks from 
county seat town. Only dentist in 
county. May take possession by January. 
Write Dr. A. W. Hermann, 231 Custer Ave., 
Custer, S. D. 


office, 


TENNESSEE—For sale. Office, two Ritter 

units, Weber x-ray, industrial east Ten- 
nessee town, take up lease, downtown loca- 
tion. Priced for quick sale, $6,500. Dentist 
entering service. Address A.D.A. Box No. 393. 
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W ASHINGTON—For sale. Well established 

practice in College Place, Wash. Only den- 
tist in town of 3,500, plus Walla Walla Col- 
lege with over 1,000 students. Two motor 
chairs, S. S. White Master units, American 
Cabinets, Ritter x-ray. Laboratory, dark 
room, reception room, fully equipped. This 
modern ground floor office with home com- 
bination is for lease. Reasonable rent. Dr. 
Orville Eros, 407 S. College Ave., College 
Place, Wash. 


WISCONSIN —For sale. Long established, 

unopposed, dental office in small, pleasant 
Wisconsin town. Large drawing area. Five 
large rooms and laboratory. New G. E. x- 
ray, S. S. White unit and motor chair. Owner 
deceased. Write Mrs. M. J. Senty, Galesville, 
Wis. 


OPPORTUNITIES AVAILABLE 
Dentists 


CALIFORNIA—Southern. Pedodontist de- 

sires associate full time beginning October 
lst. Excellent income. Dr. L. F. Parker, 6919 
Magnolia Ave., Riverside, Calif. 


ILLINOIS—Outstanding opportunity for re- 

cent male or female graduate as associate 
in new dental building. Located far south 
side of Chicago. Must be interested in com- 
plete mouth rehabilitation for all age 
groups; especially gold work. Also must be 
free from military service and have Illinois 
license. Address A.D.A. Box No. 415. 


IOW A—Young associate dentist wanted to 

fill vacancy left by man leaving state, no 
financial outlay. Long established busy prac- 
tice in suburban Des Moines. Contact Dr. 
S. M. Sawdey, 2403 Easton Blvd., Des Moines, 
Iowa. 


OHIO—Associate wanted for well estab- 

lished general practice, in northwest near 
Toledo, with full intention of taking over 
all soon as well started. Wonderful oppor- 
tunity for right person. Address A.D.A. Box 
No. 416. 


OHIO—Associate wanted in extensive, well 

established practice in oral surgery. 
Kindly give qualifications and detailed ex- 
perience. This is an excellent opportunity. 
Address A.D.A. Box No. 412. 


OREGON—Dentist wanted. An attractive 

dental practice available in Umatilla, 
Ore. Trade area population about 15,000. 
A growing town with district hospital and 
fine physicians, but no dentists. Immediate 
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practice assured. Office space available. For 
more information write to C. F. Golde, Presi- 
dent, Umatilla Chamber of Commerce, Uma- 
tilla, Ore. Phone 719 or 731. 


PENNSYLVANIA—Associate for full time 

practice. May start part time to get ac- 
quainted. On salary and commission basis. 
Located in brand new four chair office 
within commuting distance of Philadelphia. 
Address A.D.A. Box No, 425. 


VIRGINIA—Large mental hospital has open- 

ing for dentist, starting salary, $6,432 per 
year. Must have a license to practice as a 
dentist in the state or eligibility therefore. 
Good working conditions with chance for 
advancement. Address Personnel Office, Box 
271, Petersburg, Va. 


WASHINGTON—Dentists for foreign mis- 

sionary work. Excellent opportunity for 
qualified men in all parts of the world. For 
details apply to The Missionary Dentist, 
5543 - 25th Ave., N.E., Seattle 5. 


Hygienists 


CALIFORNIA—Salary $414-$496. Just 25 

miles from University of California, Oak- 
land, and San Francisco Bay. Liberal sick 
leave, retirement, and three weeks’ annual 
vacation. Mileage. Write Contra Costa 
County Civil Service, Box 710, Martinez, 
Calif. 


FLORIDA—Wanted, hygienist. Excellent 

opportunity for ambitious young lady in 
lower east coast city. Permanent position in 
modern, air-conditioned, three chair office. 
Good working hours and salary. Address 
A.D.A. Box No, 411. 


OPPORTUNITIES WANTED 


Young married dentist with equipment de- 

sires association or partnership with older 
dentist in good location. Will consider small 
town. Address A.D.A. Box No. 414. 


California licensed, age 35, unmarried, de- 

sires association with older dentist in 
southern California area. Ultimate partner- 
ship or purchase. Engaged in successful 
private practice at present. Address A.D.A. 
Box No. 376. 


Florida. General practitioner, 17 years’ ex- 

perience, all phases, desires purchase ac- 
tive practice, Miami vicinity. Would con- 
sider association, ultimate partnership. Cap- 
able, personable, reliable, married, sober, 
draft-exempt. Engaged successful private 
practice presently. Address A.D.A. Box No. 
382. 
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Oral surgeon completing training May 1957. 

Six years’ private practice, university 
graduate training and approved internship 
and residency, including general anesthesia. 
Military requirements completed. Desires 
association with group or individual or good 
location for establishing private practice. 
Address A.D.A. Box No. 400. 


Anesthetist-dentist. Pennsylvania licensed. 

Ten years’ nitrous oxide and ten years’ 
thiopental sodium experience. Wants part- 
time association with busy general practi- 
tioner or exodontist. Will furnish all anes- 
thesia equipment and supplies. Address 
A.D.A. Box No. 399. 


Oral surgeon, available January 1957, de- 

sires association with well established 
oral surgeon or purchase practice. Licensed 
in New York and New Jersey. Would take 
other Boards. One year graduate work in 
school of medicine U. of P. Two years’ oral 
surgery residency, one year fellowship oral 
surgery and pathology: Military require- 
ments completed. 1946 graduate. Address 
A.D.A. Box No. 384. 


Nine years’ experience in research, teaching 

(pharmacotherapeutics, oral diagnosis), 
writing and editing, desires opportunity in 
administrative, teaching, research or writ- 
ing (or combination) capacity. Age 33, 
family. Address A.D.A. Box No. 418. 


Chicago dental student wishes to purchase, 

for laboratory work, used motor with ap- 
paratus necessary for handpiece attachment. 
Please state age, condition, and desired 
price. Address A.D.A. Box No. 410 


Pennsylvania licensed dentist interested in 
purchase or association leading to pur- 
chase of active private practice. Have exten- 
sive experience in general dentistry and 
prosthetics. Address A.D.A. Box No. 413. 


FOR SALE 


For sale. Complete office equipment. Modern 
Ritter Model E unit, motor driven chair, 

x-ray and other like equipment. Dr. Melvin 

Keeton, 213 Norway Dr., Lexington, Ky. 


For sale. Ritter sterilizer cabinet, 15 inch 

built-in sterilizer. Model B. Like new. 
Black and cream $100. Dr. R. Clamer Miller, 
379 Main St., Collegeville, Pa. 


WANTED TO BUY 


Old or used dental books, journals, prints. 

Leo L. Bruder, 1 DeKalb Ave., Dept. 21, 
Brooklyn, N. Y. Dealer in out-of-print den- 
tal literature. 


Wanted—Hubbard or 


staining and glazing 
A.D.A. Box No. 407. 


Steele's 
furnace. 


porcelain 
Address 


MISCELLANEOUS 


General Refresher Course, 828—A general 

review course in dentistry will be offered 
by the Dental Program, University of Cali- 
fornia Extension, starting November 19 and 
continuing for eight weeks. Didactic lec- 
tures in the following subjects will be given: 
anatomy, anesthesia, biochemistry, organic 
and inorganic chemistry, crown and bridge- 
work, dental materials, histology, materia 
metallurgy, operative dentistry, 
orthodontics, oral diagnosis, oral surgery, 
pathology, pedodontics, prosthetics, physi- 
ology, roentgenology, therapeutics. More 
than one half of the time will be devoted to 
laboratory technics and clinical procedures 
with patients. Further information may be 
obtained from: J. Eugene Ziegler, D.D.S.. 
Head, Dental Program, University of Cali- 
fornia Extension. 815 S. Hill St., Room 211, 
Los Angeles 14. 
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 DENTA-GARD 


Gives Complete Mouth 
Protection in Contact Sports 


Denta-Gard has no fitting problem, and is made of soft 
rubber with the toughness to protect both upper and 


lower teeth, lips and gums. 


Completely comfortable, 


wearer can easily speak or drink; it’s simple to use, 
rinse and sterilize. 


LIST PRICE $2.60 


TRADE PRICE $1.95 


ATHLETIC PRODUCTS CO., INC., South Bend 24, Ind. 
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Huldt, S.. “Factors Influencing the 


Efficiency of} Dental Local Anesthe 
tics in Mo Acta Odontologice 
Scandinavica] Volume 11, Supple 
ment 13, 1993 


rang Hydrec® 
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_ Also made and sold in Canada by 


“PRIOR To INJECT ION” 
and BEFORE DEEP SCALING 


Council Acceptance is 
your ossurance of 
high professional 
standards. 


XYLOCAINE 
BRAND OF LIDOCAINE) > 

PROFESSIONAL i OINTMENT 

DISPENSETS 

use... 
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_ PHARMACEUTICAL PRODUCTS, 
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y 
for Controlled Vater 
Addition Techr ique! 


assures a perfect casting every time! 


Simple low-heat technique . . . assured accuracy . . . controlled expansion .. . 
perfect casting every time! You get a// these advantages with R&R's new 
Aquascopic Investment and Control Kit for the new Water Controlled Inlay 
Technique! Your “Starter Package’ consists of: 


Try this 
introductory 


“STARTER 
PACKAGE” 


Price $10.90 
Order Now! 


; CHART Write for technical literature. 


QD THE RANSOM & RANDOLPH CO. 


Toledo, Chie 
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Pharmacology 
and Oral Therapeutics 


By EDWARD C, DOBBS, B.S., D.D.S., F.A.C.D. 
Professor of Pharmacology and Therapeutics, Dental 
School, University of Maryland. 


Eleventh Edition, Rewritten and Revised. 575 pages. 
Published 1956. PRICE, $9.00, 


The introduction of many new drugs with the resultant improvement in the 
treatment of diseases made necessary this revision. The title of this edition 
is changed from “Pharmacology and Dental Therapeutics” to “PHARMA- 
COLOGY AND ORAL THERAPEUTICS” to designate the inclusion of new 
material pertinent to the field of oral medicine. The division of contents into 
two sections is retained as a teaching expediency; the first section restricted 
to pharmacology and the second to oral therapeutics. The section on pharma- 
cology is broadened to include the many new drugs and preparations intro- 
duced since the previous edition. The second section, which is allocated to 
the study of dental and oral therapeutics, includes drugs, formulae, and pre- 
scriptions useful in dental practice. 


To save time and space each drug is discussed only once in detail and then, 
in addition and more specifically, under the various titles of therapeutic uses. 
The descriptive material on drugs conforms to the current revisions of the 
U.S.P.XV and the N.F.X. The Latin titles for drugs and the apothecaries 
system of weights and measures have been de-emphasized in accordance with 
the format of these two official publications. 


The general practitioner of dentistry will find the second section on oral thera- 
peutics particularly useful and complete. 


THE C. V. MOSBY COMPANY, 
3207 Washington Blvd., 
St. Louis 3, Missouri. 


Gentlemen: Send me the New Eleventh Edition of Dobbs “PHARMACOLOGY AND ORAL 
THERAPEUTICS,” just off the Mosby Press. The price is $9.00. [) Attached is my check. 


Charge my account. 


ADA-9-S6 
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a night of music 


the philadelphia orchestra 


JOHNSON & JOHNSON 
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demand better processing 


Despite the care employed in 
the taking of radiographs, the 
end results depend on the quality 
of the processing equipment and 
chemicals used. When you spec- 
ify Rinn liquid developer and 
fixer you are assured of the finest 
processing chemicals obtainable. 
Containing the remarkable agent, 
Phenidone, Rinn Developer—by 
eliminating metol—lowers the 
tendency of developer stains on 
fingers and clothing, prevents 
skin rash and metol poisoning, 
promotes longer tank life and 
inhibits discoloration by retard- me Oy, 

ing oxidation. Rinn Concen- Rey Doel 
trated Developer and Fixer lasts age 

longer, too. Ask your dental 

dealer or write to Rinn X-Ray 

Products, Inc., 2929 N. Crawford 

Avenue, Chicago 41, Illinois. 


LEADERS IN DEVELOPMENT OF DENTAL X-RAY TECHNIQUES AND PRODUCTS 


¥ 
{ 
A-44 
Sa 
IMPROVED 
| 
> 
UF \ 
a 
| | & 
4 ‘a 
; 
e 


First Real Cabinet Advance in Years! 


american modern 
cabinet no. 183 


| 


Starting with an intimate 
knowledge of your needs. . . 
using today’s concepts of improved 
materials and construction . . . 
creating a style to fit smartly 
in even the newest office — 
Hamilton offers you american 

modern, outstanding new 
dental cabinets. 


HAMILTON MANUFACTURING COMPANY 4 TWO RIVERS, WISCONSIN 
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id Stain resistant Formica top with 
Ope drawers, easy-grasp Ny. 
Nour dreice of rich, 
doc thom yoor American Cotinet Dealer's 
— or write for comphite Hie, 


G Uo 


(Patented) 


successful electric 
FI RST mortar and pestle... 


FIRST choice among dentists 
everywhere! 


« Only 7 to 10 seconds are required by 
“the wonder electric mortar and pestle” to 
produce perfect mixes of alloyand mercury. 
You set the dial; the Wig-i-bug triturates 
automatically, scientifically, antformly, and 
quickly every time. The amalgam comes 
from the cartridge ready for the cavity. 
_ There is no need to mull, knead or spread 
in the hand. 


Two models are available . . . the beautiful 
White Bakelite housing for only $60.50 
.,-0r the popular Black housing at $55.50. 
- With either you will make better fillings, 
 ~prevent waste, save time. It will pay you 
get Wig-!-bug soon. 


Order 


from While many dentists prefer to use Cresilver—the alloy 


your with 74 12% silver (highest practical silver content on the 
Dealer = market), or Silverloy, the white, lustrous alloy (that has 
or been used in the mouth successfully for 55 years), the 


Direct Wig-l-bug may be used with any alloy. 


CRESCENT DENTAL MFG. CO. 


1839 South Pulaski Road, Chicago 23, Illinois 
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ou, doctor... 
out 


YOU SAID... 
“Give me a chair I don’t have to 
fight all day.” 


We've done it . . . Direct action arm 
springs, contoured lock levers, auto- 
matic locks! 


YOU SAID... 


“Make my patients comfortable for 
the operations I must perform.” 


We did... Our contoured chair 
invites the patient NOT to lounge 
or sprawl, Your patient cannot get 
a toe hold during anesthesia. 


YOU SAID. 


“Give me a chair that is eye 
appealing.” 

We have .. . The graceful lines of 
the WEBER Chair are complemented 
by glamorous color possibilities con- 
trasted by non-marking Neolite and 
Stainless Steel. 


ASK YOUR DEALER ABOUT 


WEBER KOLORITE OFFICE PLANNING! 
Financing Aveilable 


WEBER 


SINCE 1897 IN CANTON, OHIO 
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JAPAN 


DENTAL 
ASSOCIATION 


FORMALLY INVITES 


ESSAYISTS 


CLINICIANS 


AND OTHER DENTISTS 


TO PARTICIPATE IN THEIR 
BIENNIAL SCIENTIFIC MEETING 


APRIL 28-29-30, 1957 
TOKYO 


The Board of Trustees of the American Dental 
Association has accepted an invitation from 
Dr. T. Kashima, Managing Director of the 
Japan Dental Association, for American es- 
sayists and clinicians to participate in their 
national convention in Tokyo next April. One 
complete day of the three day meeting is 
being turned over exclusively to the dentists 
from the United States. 


Only 40 essayists and clinicians, plus a small 
number of other dentists who may not wish 
to make presentations, will be accepted in 
this group. Interested dentists should apply 
immediately 


The entire program including transportation, 
hotels, sightseeing, receptions, is being han- 
dled by the Institute of Pacific Seminars, the 
coordinating office in California which is re- 
sponsible for all the arrangements involving 
American dentists and their families. 


Besides the professional attractions of the 
program, numerous social and personal events 
are being arranged jointly by the Japan Den- 
tal Association and Institute of Pacific Semi- 
nars especially for this group. 


FOR DETAILS, WRITE TO: 
INSTITUTE OF PACIFIC SEMINARS 


578 GRAND AVENUE 
OAKLAND 10, CALIFORNIA 


Best Wishes .. . 
lor a pleasant and 
profitable Annual Session! 


And remember to look for 
our conveniently located 
information booth where 
experienced, friendly Great- 
West Life representatives will 
be pleased to give you 

full details on the outstanding 
A.D.A. group life insurance 
plan.—The plan designed 


especially for you. 


Why not drop in and have a 
friendly chat at the 
information booth anytime 


during the session. 


THE 


Lire 
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Conversion 
privileges 
and many ad- 
ditional ad- 
vantages are 
available in 
this plan. For 
further details 
apply to: 


“Just a REMINDER 
Doctor... 


... Sign your A. 


life insurance protection or $20,000 for 
accidental death at an annual premium of 


Great-West Lire 


ASSURANCE COMPANY 


HEAD OFFICE ~ WINMIPEG. CANADA 


Group Life Application” 


Here’s a plan designed especially for * 
you... now... when heavy family 
responsibilities make maximum insurance ee 
protection essential... and income is lower 
than it will be later on. 

The A.D.A. plan. underwritten by 
Great-West Life, provide s $10,000 basic 


@ $30.00 to age 30 

© $50.00 between ages 31-40 
@ $80.00 between ages 41-50 
@ $130.00 between ages 51-60 


A.D.A. Group Life Program 

THE GREAT-WEST LIFE 

ASSURANCE COMPANY 
1035 Field Building 

135 S. La Salle St., Chicago 3. HL. 


THE 
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for speedy, 
accurate 


Ss. S. WHITE. 


CARBIDE BU 


ASSORTMENT 36A... PRICE $47.60 
You save $10.00 and get black plastic block free. 


Round Nos, 2,9, 4,5,6, 7,8 
No. | 11 ROUND BURS 
1 WHEEL BUR 
12 INVERTED CONE BURS 
12 FISSURE BURS 


CONTENTS 


1 BUR BLOCK 


THE S. S. WHITE DENTAL MANUFACTURING CO. 
Philadeiphia 5&5, Pa. 


Fissure Nos, 59, $57, 558, 569, 
701, 702, 
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HOW TO GET 
BEST RESULTS WITH 
Ss. S. WHITE CARBIDE BURS 


Use light pressure (1 Ib. or less), and high engine speeds . . . Be sure the bur is 
revolving when it contacts the tooth . . . Do not reduce engine speed until bur is 
removed from tooth... For satisfactory sterilization use any of the following: 
boiling water—hot oil, 275° to 300° F—dry heat, 275° to 300° F—autoclave— 
cold sterilizing solutions based upon the action of phenolic compounds. 

All these long lasting burs have Tungsten Carbide heads and chrome plated 
shanks and necks. Fissure bur blades helically cut for smooth, vibration-free 
cutting. Inverted cone blade corners are slightly rounded for added strength. 


P-c 

Made for Page-Chayes handpiece, these burs are astonishingly 
efficient at ultra high speeds. Extremely light touch should be 
used. Limited line includes Nos. 2, 4, 6, 35, 37, 557, 701. 
Also available in a 36 P-C Assortment, containing 2 dozen 
plain and | dozen dentate burs, price $50.52. 
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concentrated... 


just a few drops » instead of a swiggerful 


with economical Astring-0-sol 


Astring-o-sol mouthwash is an efficient detergent and 
effective deodorant. It’s mildly astringent, refreshing and 
invigorating. It tastes good — even children like it. Being 
concentrated Astring-o-sol is used by the drop not by the 
swigger. A little goes a long way — at the chair and in daily 
mouth care. 


write fer samples for patient distribution 


AMERICAN FERMENT COMPANY, INC., 1450 Broadway, New York 18, N. Y. 
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of porcelain and precious metals 


PERMADENT 


permanent porcelain crown and bridge work 


_ ACROSS THE UNITED STATES, 150 leading dental laboratories in 
65 cities are daily providing thousands of doctors with Permadent 
restorations — the finest prosthetic work ever developed, and the 
greatest practice-builder. Only a PERMADENT-CERTIFIED LABORA- 
TORY can guarantee you the unique success with patients derived 
from combining the fit and strength of precious metals with the 
beauty and function of porcelain on all surfaces. For literature, 
write to: 


PERMADENT PRODUCTS 
1780 Broadway, New York 19, N. Y. 
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——Five New Books to aid you in—— 
your daily practice 


McGehee, True and Inskipp—OPERATIVE 
DENTISTRY, New Fourth Edition 


This new Fourth Edition of a famous best seller is a practical guide and reference 
for dentists eager to improve their skill and speed in tooth restorations. Included 
in the 4th edition is a special chapter “Accuracy with Speed”, which sets forth 
a special technic by which an operator can achieve the same results that he now 
achieves but in much less time. Another new chapter nearly 100 pages long covers 
“Operative Dentistry for Children.” 720 pages, 6x9, 423 illustrations (165 new), 
14.00 


Sharp, Bullock and Hazlet-—ORAL CANCER 
and TUMORS of the JAWS 


Written by three pathologists (one of them a dentist) this book is a ready-reference 
to guide you in ~ecognizing oral cancer. The book is arranged so that all the fea- 
tures of each disease are grouped together. Illustrates each disease at various 
stages of progress, providing a ready comparison to each clinical problem. 56/ 


pages, 6x9, 657 illustrations, $15.00 


Brauer—THE DENTAL ASSISTANT 


This new book addressed directly to the Dental Assistant was written by John C. 
Brauer, D.D.S., A.B.,'M.Sc., F.A.C.D. and 12 outstanding contributors, all of whom 
teach as well as practice dentistry. The Journal of Dental Medicine says “Fortunate 
indeed is the dentist whose assistant is conversant with the material included within 
these pages. . . . Every dental assistant should have a copy of this text as a 
standard reference.” Carries a complete and helpful “dictionary” of dental words. 


384 pages, 6x9, 126 illustrations, $7.00 


Dorcus—HYPNOSIS and ITS THERAPEUTIC 
APPLICATIONS 


This carefully written, dependable book tells you what hypnosis is, how it is 
brought about, and how the dentist can use it to eliminate his patients’ fear, 
tension, hostility, and pain. This new work shows how hypnosis can be used in 
the management of gagging. George F. Kuehner, D.D.S. says in the book “.. . 
hypnosis in dentistry is . . . relatively new ... and will in the future . . . be 
an integral part of every dentist's knowledge.” 313 pages, 6x9, 7 illustrations, 17 
tables, $7.50 


BLAKISTON’S NEW GOULD MEDICAL 
DICTIONARY, New Second Edition 


The new Second Edition of the most modern, most accurate and comprehensive 
medical dictionary available includes 12,000 new entries and 8,000 changes within 
definitions, adds many new terms in dentistry. An example is: “barodontalgia— 
Dental pain occurring in individuals exposed to decreased barometric pressures 
such as occur in high-altitude flying: also called aerodontalgia.” The new Second 
Edition contains more terms from today’s LIVE medical language than any other 
dictionary. 1463 pages, 654x934, 252 illustrations on 45 plates (129 in color), 
Standard Edition: hard or flexible cower, $11.50 


DIVISION, McGRAW-HILL BOOK COMPANY, INC. 


330 WEST 42nd STREET. NEW YORK 36, NEW YORK 
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Just one drop is sufficient to dissolve an 


: 

AcHRomycIN* Tetracycline Soluble Tablet 
j ACHROMYCIN \ / completely and quickly. That means you 


can use this renowned broad-spectrum anti- 


TETRACYCLINE Ve) biotic locally without fear of foreign-body 


SOLUBLE TABLETS | 


several important needs in your daily prac- 
tice! Just look at this partial list: 


i 1. POSTEXTRACTION SOCKETS. Place 
completely soluble ! Acuromycin Soluble Tablet intact in 
socket immediately after extraction. 
highly useful! 
2. MEDICATED PACKS. Impregnate cot- 


ton rolls with solution made from tablet(s). 


3. ROOT CANAL THERAPY. Make solu- 
tion to irrigate root canal; solution made 
from AcHromycin Soluble Tablet will 
readily pass through 20 to 25 gauge needles. 


4. SYSTEMIC THERAPY FOR CHIL- 
DREN. ACHROMYCIN Soluble Tablets are 
easily dissolved in milk, fruit juices, and 
other liquids, 


w ACHROMYCIN Soluble Tablets 50 mg. are 

> available from your usual source of supply 
in bottles of 40 and 100. They do not re- 
quire refrigeration. Order a supply today! 


ONE DROP OF LIQUID f 


\ dissolves the FREE. For your convenience in prescribing 
AcurRomycin, Lederle has prepared 
» entire tablet special prescription pads. 
Write for yours! 


Soiuble Tablets: 50 mg. 
Capsules: 250, 100, 
and 50 mg. 


REG. U.S. PAT. OFF. 


NO UNDISSOLVED PARTICLES 
remain in this 
smooth paste 
LEDERLE LABORATORIES DIVISION 

AN AID TO, AMERICAN CTANAMIO COMPANY 
NOTA SUBSTITUTE FOR, 
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dae DRY AIR 
AIR-WATER 


iar WATER STREAM 


ATOMIZED SPRAY 


Pot. Pend 


Here is the ultimate in cooling systems, providing fingertip selection of: 
(1) dry air only, (2) atomized air-water spray or (3) a stream of water... 
whichever you prefer for a given operation 

With a mere turn of a conveniently located electric selector switch, any of 
the three coolants is delivered to the tip of the cutting tool 
the instant your foot controller starts the engine. Volume is adjustable 
individually for each coolant. Once set to your preferences, 
the controls need no further attention. 

Neatly installed by your dealer, Tri-Jet becomes an integral part of your 
unit, with nothing to interfere with your accustomed methods of operation 

Thus, with the addition of Tri-Jet to the long accepted Therm* Ex 
Dual Control and Patient Operated Systems, Hanau now makes available 
a “choice of three” for your individual preference. 

Request literature and full details from your dealer or direct from Hanau. 


HANAU ENGINEERING CO.,INC.,BUFFALO 9,N.Y. 


Miniature Multi-Grip nozzles fit all handpieces. Snap on and off 
easily. Do not interfere with t d techniques. (Pat. Pend.) 
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about! 
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“Badly broken down ‘Kiddy Teeth’ ” are 
common among youngsters, but these new 
R.M. Tru-Chrome Crowns offer effective 
‘means of restoring excessively decayed 
primary teeth—quickly—economically—with 
minimum discomfort to the small patient. 


| 
| 


Our New R.M. Technique Booklet, 
“Tru-Chrome and Tru-Spot Welders in 
Dentistry for Children” gives complete illus- 
‘trations and descriptions for using these ; 
and other fine R.M. Products. You may 
obtain a copy by contacting your R.M. 
Participating Dealer and mailing coupon 
below. 


| 


ROCKY MOUNTAIN METAL PRODUCTS CO. 
BOX 1887, DENVER 1, COLO. U. S. A. 


“For over 20 Years the Pioneers in Spot Welders 
and Chrome Alloy Specialties for Orthodontics 
and Dentistry for Children” 


Please send me information on R.M. crowns. 


‘THE EMBLEMS OF RELIABLE PROTECTION 


We cordially invite your inquiry for 
application for membership which af- 
fords protection against loss of income 
from accident and sickness as well as 
benefits for hospital expenses for you 


and all your eligible dependents. 


PHYSICIANS 


premiums benefits 
SURGEONS 


from DENTISTS to 
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Omaha 2, Nebraska 
$29,500,000 PAID FOR BENEFITS 


Personalized Practice Administration 
Counsel for the Dentist 


PROFESSIONAL 
BUDGET PLAN 


303 East Wilson Street 
Madison 3, Wisconsin 


- 
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favorite 


Isn’t IT almost time you took a few doses of 
the relaxation you're always prescribing for 
your too-busy patients: A lot of overworked 
dentists have discovered a new “‘wonder-cure” 
for tension in the Hammond Chord Organ. 


You needn't know music. In your first half- 
hour you'll play a complete tune... with 
Hammond Picture Music to show you how. 


The Hammond Chord Organ is a hobby 
you don’t have to plan ahead for or set a time 
aside to enjoy. When you have the time... 
anytime . it’s ready. 

See the Hammond Dealer in your town. 
Try the Hammond Chord Organ for a few 
minutes. No obligation. And mail the coupon 
for more information. $975 f.o.b. Chicago. 


You can play 
a tune in 
half an hour 
on the 


Hammond Chord Organ 


by the makers of Hammond Organs 


Hammond Organ Company 
4242 W. Diversey Ave., Chicago 39, Illinois 
Without obligation send me information on the 


Hammond Chord Organ and an LP recording of 
its music. 


Name. 
Address 
City Zone 


State 


of your own 


prescription 


caries-active 
patients 


Sold through drug, department and 
health food stores. Samples and liter- 
ature on request. Please give drug- 
gist’s name, address. 

AMUROL PRODUCTS COMPANY 
116 S. MICHIGAN AVE., CHICAGO 3, ILL. 


Comparative in vitro Effects of Sugar 
Gum and Amurol Gum added to Saliva 


3 4 5 4 7? 6 in HOURS) 24 


DECALCIFICATION BEGINS AT pH J 


As shown above, pH of carries-active saliva in 
vitro ins in alkaline zone for hours with 
AMUROL SUGARLESS GUM, whereas with sugor 
gum the pH drops to the acid level under the 
same conditions. 
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Most patients honestly believe they are 
cleaning their teeth more effectively by 
hard scrubbing. Yet, professional men 
are well aware of the serious damage 
which can result. 


The Oral B is an excellent aid to the 
doctor who prescribes gentle care. This 
softer brush is designed for use on both 
teeth and gums without injury. The 
2500 smaller, smooth-top, synthetic 
bristles make thorough cleansing far 
easier and safer. 


Try the Oral B yourself and notice 
how pleasant and gentle it is. We be- 
lieve your patients will be quick to ap- 
preciate the difference. 


In 3 sizes for ALL the family 


. . TOOTHBRUSH 


ORAL B COMPANY | San Jose, California + Morrisburg, Ontario 
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A magnificent work with 461 figures in full color! 


COLOR ATLAS of 
ORAL PATHOLOGY 


Prepared under the auspices of the U.S. Naval Dental School 
of the National Naval Medical Center, Bethesda, Maryland 


® This is a comprehensive source of reference featuring full color re- 
productions which provide excellent standards of comparison. 


® Each disease entity is uniformly portrayed and described from its 
macroscopic appearance to its microscopic aspects. 


e Aids in the study and interpretation of clinical, roentgenographic 
and microscopic findings. 


® Descriptive text opposite illustrations coordinates clinical findings with 


the microscopic presentation. 


CLEAR! SUCCINCT! AUTHORITATIVE! A BEST SELLER! 


COLOR ATLAS OF ORAL PATHOLOGY includes 


a rich store of pathological data on © ORAL HISTOLOGY AND EMBRYOLOGY 
© DEVELOPMENTAL DISTURBANCES © DISEASES OF THE TEETH AND SUPPORT- 
ING STRUCTURES © DISEASES OF THE ORAL MUCOSA AND JAWS ® NEOPLASMS 


188 Pages 461 Full Color Figures $12 


An Eminently Worthwhile Addition to Your Reference Library 


i B. LIPPINCOTT co. East Washington Square, Philadelphia 5, Pa. 


In Canada — 4865 Western Avenue, Montreal 6, P. Q. 


Please enter my order and send me: 


COLOR ATLAS OF ORAL PATHOLOGY....... . $12 
Charge Payment enclosed 
[) Convenient Monthly Payments 
Name — 
Address 
MONTREAL eens Zone State 


JADA 956 
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go THE CIRCUS 15 COMING! 


LACTONA 

Junior Toothbrushes 
Packages sel 


9 New 


CIRCUS FIGURES 
IW FULL COLOR 


A choice of three different Lactona Junior 
toothbrushes, in either genuine natural bristle 
or nylon textures, in decorated plastic packages, 
is available from September through December. 


@ PACKAGED IN ONE-DOZEN ASSORTMENTS 
@ 9 NEW AND DIFFERENT CIRCUS FIGURES 
@ SANTA CLAUS PACKAGES IN ONE-DOZEN UNITS 


A fine Holiday remembrance for young patients. Ideal for party 
favors any time of the year, or for Christmas tree ornaments. 


For complete discriptive circular, please write to 


LACTONA INCORPORATED + Saint Pau! 1, Minnesota 
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FOR DO's, THI 
a4 CROWNS AND 
RESTORATIONS 


STRONG AND SLIGHTLY 


BURNISHABLE 
i EXCEPTIONAL CASTING 
QUALITIES 
"CERTIFIED TO MEET 
NO. 5, TYPE B 
GT REASONABLY PRICED é 
4, 


, 
> 


FREE! “INLAYS AND FIXED BRIDGEWORK” 32-page: booklet. Write Dept. 40 


FORT ERIE, ONT BUFFALO 14.N Y.. HAVANA, CUBA 
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worked hard to reach 


your present income. 
Protect it wit 


adequate accident and 
health insurance. 


APPLY NOW 

for American Dental Association 
Group Accident and Health 
Insurance, and enjoy the peace 
of mind that comes from knowing 
your income is protected 


if you become ill or disabled. 


For complete taformetion ‘Ms nat expensive, 
and semi-annual rate mmunicate with the You save 35 to 50 per cent 
of the PB [ Paul Zillma 29 Walder 
of the cost of similar protgction 
A g | N York with M. A. Ge 


Issued exclusively by 
NATIONAL CASUALTY COMPANY OF DETROIT 


through M. A. Gesner, 1Nc., 216 E. Superior St., Chicago 11, WH 3-1525 


Since the Nationa! Casualty Company's plan of a 


dent and hea!th in rance now ir effe + in New York 
New ersey Ca tornia, Utar and Nevada, the A 
iat Pla avaiiat ate 
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Hotel 
reservation 
application 


97th Annual Session 
American Dental 
Association 

Oct. 1-4, 1956 
Atlantic City, N. J. 


INSTRUCTIONS: Reservations for hotel 
accommodations may be secured for 
Atlantic City, N. J., by completing this 
application and mailing it to: A.D.A. 
Housing Bureau, 16 Central Pier, Atlan- 
tic City, N. J. 


Be sure to indicate your arrival time in 
Atlantic City. Reservations will be held 
only until 6 p.m. of the day you indicate 
when you will arrive in Atlantic City un- 
less special arrangements are made with 
the hotel. 


Names of all persons who intend to 
occupy the accommodations must be 
listed on the application. 


List four choices of hotels. Confirmation 
will be sent to the applicant indicating 
which hotel has accepted the reservation. 


Write the A.D.A. Housing Bureau in 
Atlantic City if you wish to cancel the 
reservation. 


A.D.A. HOUSING BUREAU ¢ 16 CENTRAL PIER, ATLANTIC CITY, N. J. 


(Please print or type) ADA 
Applicant: 
Name__ 
; (Street address) (City) (Zone) (State) ' 
a.m. 
Arrival in Atlantic City__ __p.m. Leaving 
1 
Accommodations: ; 
; Hotel __Hotel___ 
(First choice) (Third choice) 
a 
1 (Second choice) (Fourth choice) ' 
; (_) Single occupancy, rate to range from $_____ to $_ _ per day. 1 
; C) Double occupancy, double bed, rate to range from $______ to $___per day. } 2 names must ' 
Double occupancy, twin beds, rate to range from per day. belisted below 
Suite of_____rooms, including parlor, rate to range from per day. 
; Occupants: (use an extra page for listing additional names if necessary) : 
: Room will be occupied by: 1 
: (Name) (Address) (City) (State) H 
1 
(Name) (Address) (City) (State) 


| 


A-66 
cr, 
| 
| 
: 
a 
= 


MASSACHUSETTS AVE 


HOTELS IN ATLANTIC CITY 
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ORRIS Ave 


CHELSEA 
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ALBANY ave 


co 


ay 


Pay, 


PA 


TRENTON AVE 


Key 
No 


wr 


ul 


Hote! 


Breakers 
St. Charles 
Morton 
Clarendon 
Seaside 
Holmhurst 
Colton Manor 
Abbey 
Haddon Hall 
Chalfonte 
Lafayette 


11A Carolina Crest 


Penn-Atlantic 
Senator 

New Belmont 
Mayflower 
Flanders 
Columbus 
Lexington 
Monticello 
Richfield-Boscobel 
Sterling 
Jefferson 
Kentucky 
Madison 
Traymore 
Claridge 
Crillon 
Eastborne 
Runnymede 
Marlborough Blenheim 
Dennis 
Shelburne 
Ritz-Carlton 
Ambassador 
Chelsea 
Mark 
President 


Single 


$5.00-11.00 
6.00-10.00 
6.00- 9.00 
5.00- 6.00 
6.00-11.00 


7.00-10.00 
6.00-10.00 
7,00-11.00 
7,00-11.00 
5.00- 8.00 
5.00- 7.00 


5.00-11.00 
4.00- 5.00 
6.00-11.00 
5.00- 6.00 


5.00 

4.00- 5.00 
4.00- 6.00 
5.00- 7.00 
6.00- 8.00 
3.50 

6.00-12.00 
8.00-22.00 
7.00-15.00 


5.00- 8.00 
4.00- 7.50 
7,00-10.00 
7,00-12.00 
6.00-16.00 
6.00-18.00 
8.00-18.00 
5.00-11.00 
4.00- 7.00 
5.00-10.00 


Double 


$ 7.00-18.00 
8.00-14.00 
8.00-12.00 
7,00 
8.00-14.00 
7.00- 8.00 
9.00-14.00 
8.00-14.00 
10.00-23.00 
10.00-23.00 
8.00-14.00 
7.00-10.00 
7,00-10.00 
7.00-16.00 
6.00-10.00 
8.00-14.00 
7.00-10.00 
6.00- 8.00 
6.50- 8.50 
7.00 
6.00- 8.00 
8.00-10.00 
8.00-12.00 
6.00- 7.00 
7,00-14.00 
10.00-24.00 
11.00-19.00 
8.00-12.00 
7.00-11.00 
6.00-10.00 
10.00-20.00 
10.00-22.00 
10.00-22.00 
8.00-22.00 
10.00-22.00 
7,00-16.00 
6.00--10.00 
8.00-18.00 


Suite 
Room with Parior 


$24.00-28.00 


28.00 


36.00-44.00 


18.00-30.00 


28.00 


20.00-45.00 
36.00 


26.00-40.00 
35.00-45.00 
39.00-50.00 
35.00 

20.00-45.00 
24.00-30.00 


19,00-24.00 


ATLANTIC CITY'S STREETS ARE 13 BLOCKS TO THE MILE INSTEAD OF THE USUAL 8. 


gk 
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Preserves The ESTHETICS of Steele’s Teeth 


Steele’s new AG (all gold) backings are made from a new 
and revolutionary gold alloy, especially color-balanced to 
prevent the dark gray incisal discoloration of the cemented 
tooth. The AG backing preserves the original colors of 
Steele’s New Hue facings and Trupontics. 

The gold alloy used in these new backings has additional 
important advantages :— 


Never Becomes Embrittled 


Any reliable investment can be used: and the burn- 
out will be equally satisfactory in either a gas or 
electric furnace. The AG backing will not oxidize 
at normal burn-out temperatures. 


Gives you Perfect Castings With More Certainty 


One of the most striking features of the AG backing 
alloy is its remarkable affinity for casting golds and 
solders. This property renders a marvelous union 
of backing to gold. 


The Most Versatile Backing Ever Offered 
Available from your dealer NOW 


The Columbus Dental Manufacturing Co., Columbus 6, Ohio 
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ORACAINE HCI 2% 


Brand of 


MEPRYLCAINE HC1 critical 


Epinephrine 1:50,000 29 3 


A SPECIALIZED 
ANESTHETIC 


minutes! * 


ORACAINE HCI 2% 


EPINEPHRINE 1:50,000 


*A recent survey shows that the aver- 
age actual working time for dental 
appointments is 29.2 minutes... and 
over 80% of all dental appointments 
are for one hour or less. 


ORACAINE HCI 2%, Epinephrine 1:50,000 has been demonstrated 
to be fast in onset, provides anesthesia of adequate depth and a 
relatively quick ‘cut-off.’ Anesthesia is retained for only 50 to 60 minutes 
and then disappears rapidly, in many cases within a half hour. The 
Oracaine HC! solution offers these advantages so important in this day 


of high-speed dentistry wherein technical advances aim toward shorten- 
ing the working time of the dentist. 


New York Office: 1128 Lexington Avenue 
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as many 
dentists 


are now 


using 
LURALITE 


If the Paste has the 
Body for correct peripheral 
seal—and 


IF che Flow produces fine detail 
when tissues are physiologically 
at rest— 


THEN, you must have the PERFECT 
BALANCE almost all dentists want in an 
Impression Paste. 


How else can you explain Luralite’s pyramiding 
popularity? 


That's what Luralite was compounded to do! That's why 
six times as many dentists are using Luralite now, as 
six months ago! 


And that’s why, if you aren't one of them, you should order 
Kerr Luralite today for what may well be the most pleasing 
“find” of your dental year! 


KERR MANUFACTURING COMPANY + ESTABLISHED 1891 + DETROIT 8 MICHIGAN 
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‘aoe advantages that are “easy to see”. 
The exclusive Odontographic Process elim 
volatilization, retaining intact the precise 
proportions and preserving the properties of 
constituent metals by their complete union 4 
‘through ionization, 
No matter how you leok at it, a 
more and more dentists prefer Odontographic 
= consistent, excellent, enduring rooults. 


ies with A.D.A. 


@urable amaigam fillings 
ODONTOGRAPHI 
a 
IMPROVED ALLOY AND MERCURY | 
- 
Alloy Manufacturers since 1907 
| QDONTOGRAPHIC MANUFACTURING CO., 
62 COOPER SQUARE NEW YORK 3,N.Y, © 
me 
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here is no substitute for Quality, 
hence no substitute for Nobilium 
restorations. By specifying Nobilium 
you are assuring your patients of ev- 
ery quality that is best for their natu- 
ral appearance, oral comfort, masti- 
cating efficiency, distinct enunciation, 
oral cleanliness and peace of mind. 


By accepting no substitutes, you take 
no chances with success and satisfac- 


tion, you protect against uncertainties 
and disappointments. To prescribe 
Nobilium is to prescribe process- 
ing with the ‘Aristocrat of Chromium 
Alloys,”’ precision casting, electrolytic 
polishing, and ALL of the other scien- 
tific assurances resulting from Nobil- 
ium research. Safeguard your skill 
and enhance your professional repu- 
tation by asking your preferred labo- 
ratory for Nobilium service. 


NOBILIUM PRODUCTS, INC. 


Chicago 
NOBILIUM of MIAMI, Miami 


Philadelphia 


Los Angeles 
NOBILIUM of TEXAS, Houston 


NOBILIUM of SAN FRANCISCO, San Francisco 


NOBILIUM PRODUCTS of CANADA, LTD. 


Toronto 


NOBILIUM of EUROPE 
A. B. Stockhoim 


m Products, inc. 
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... ACCEPT NO SUBSTITUTE! 


GIVE YOUR PATIENT 
FASTER PAIN RELIEF with BUFFERIN 


Relieve the pain attending dental treatment—whether extrac- 


tion or cavity preparation—by recommending BUFFERIN. This 
ond Bufferin x antacid analgesic acts twice as fast as aspirin. In ten minutes 
after taking BUFFERIN the blood salicylate levels are higher 
DUFFERIN J : than those attained with aspirin in twice the time. 
Kd ale ‘ Gastric distress is almost unknown when BUFFERIN is 
Pd 4 taken, even in large doses, for BUFFERIN is antacid. 
\" ? Your patients will appreciate BUFFERIN’s 
prompt antacid analgesic action. 
: BUFFERIN contains no sodium. 
3 


MINUTES 20 


BUFFERIN. 


Acts Twice as Fast as Aspirin 


Does Not Upset the Stomach a 
EACH BUFFERIN TABLET con- ’ 
tains 5 grains of acetylsalicylic acid, 8S 
together with optimum amounts of 


the antacids aluminum glycinate and 


magnesium carbonate. BRISTOL-MYERS CO., 19 W. 50 St., New York 20, New York 
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The Important Advantages of the 

Exclusive TRUBYTE BIOFORM 

VACUUM FIRED PORCELAIN PROCESS 

Are Now Available to you in a Popular Selection of the 

Most Widely Used Moulds of TRUBYTE NEW HUE ANTERIORS 


Now, ALL the many important advantages of Vacuum Fired Porcelain are 
available to you in a popular selection of Upper and Lower Trubyte New 
Hue Anterior Moulds. ALL of these advantages are yours when you specify 
Trubyte New Hue Vacuum Fired Anteriors. 


GREATER PORCELAIN DENSITY 
GREATER STRENGTH 

SUPERIOR GRINDING 

SUPERIOR POLISHING 

NATURAL, LIFELIKE SHADES 
IMPROVED PIN PLACEMENT 

MOULD SELECTION RANGE 
ACCURATE SHADE SELECTION 
SHADE HARMONY WITH POSTERIORS 
@ GREATER PATIENT SATISFACTION 


Your Trubyte Dealer and Dental Laboratory now have 
available for you a complete selection of these new 
moulds in all shades. 


Write for your copy of the illustrated chart of moulds 
and dimensions ... and a Trubyte Bioform Shade Guide, 
too. 


Ask your Trubyte Dealer to show you the Mould and 
Shade Selector for Trubyte New Hue Vacuum Fired 
Anteriors . . . this beautiful prosthetic aid belongs at 
your chairside. 


THE DENTISTS’ SUPPLY COMPANY OF N.Y. 


YORK, PENNSYLVANIA 
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